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YOUNGSTERS, as a rule, have no 


fear of their first few hypodermic 
injections. It is only after repeated 
visits to the doctor's office that their 
courage fails. To minimize the 
chance of creating fear of the hypo- 
dermic needle, physicians welcome 
a combined antigen. Hence, the 
appeal of Diphtheria Toxoid-Tetanus 
Toxoid Combined, Alum Precipi- 
tated. With half the number of 
injections, immunity is induced 
simultaneously for both diphtheria 
and tetanus. Jones and Moss clearly 
demonstrated that combining 
diphtheria and tetanus toxoids creates 
a specific immunity response 
equivalent to that obtained by the 
administration of the separate anti- 
gens. Diphtheria Toxoid-Tetanus 
Toxoid Combined, Alum Precipi- 
tated, bearing the Lilly Label is 
available through your usual source 
of medical supplies. 

Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 
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Unlike the “hay fever” victim who dreads only the 
approach of the “pollen season’ — the patient afflicted 
with cosmetic allergy is exposed to offending aller- 
gens all year round. ge of course, her phy sician 
iinite her in the management of this common 
sensitivity by prescribing Hypoallergenic Cosmetics 
of fine quality—such as ALMAY. « The result of 
years of highly specialized research and experimen- 
tation, ALMAY Hypoalle rgenic Cosmetics include 
not only the “essential” cosmetics such as lipstick, 
face powder and rouge, but cold cream, astringent, The ALMAY 

hand cream, mascara, soap, etc.e To help over- Raw Material Testing Se 
come the difficult problem of hyperallergic patients, and Clinical Testing Set 
ALMAY offers Raw Material and Clinical Testing Sets, 
and cooperates with the physician in develop- 
ing “personalized” cosmetics for such cases. 

Write for FREE copies of 

“Cosmetic Sensitivity . “Cosmetic Formulary’; 
and Beauty Aids by Almay (for the consumer ) 


ALMAY 


COSMETICS 
ALMAY, INC., 56 COOPER SQUARE. NEW YORK 3,N. Y. “~»- 
Sole Distributors: Schieffelin & Co.. New York 3, N. Y. 
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The problem of ‘Minority Groups”’ 
—in Syphilotherapy 


Like the statesmen. the physician treating «vphilis must often deal 
vitt Such groups are inf t=. children and obese persons 
vh ec itt uscular treatment. and cases of cardiovascular and 
hepatre sy ~ where intensive. e1 t therapy may be dangerous, 
these cases physicians find it advantageous to employ Bismarsen. 
| true et j rs¢ d 23 
avent wher ora eason mntravenous treatment diffieuit. Althouct effect 
mouneed. Bi-marsen exerts a eidal action. and -eldom produces jaundice 
m. gastroimtestinal disturbance. fever. headache o erebral accident. [tie usual 
ted even by infants and elderly persons. in relatively hich doses. Bismarsen 0.) Gm. i- 
moxes of LO and JOO ampoules: Bi- rsen Gr is also rpplied im boxe of DO 


‘nt is included in all boxes. ABBorr North Chicago. Hlinois. 


BISMARSEN (Bismuth Arsphenamine Suifonate, Abbott; 
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PENICILLIN Y 


Product of acommon mold... but most uncommon care 


The mold which produces penicillin is a mold of a fairly 
common variety ... but the production of penicillin 
for the medical profession depends upon precautions to 


insure sterility which are most uncommon. 


One of the most important requirements of the 
finished penicilljn is freedom from pyrogens. Each man- 
ufactured lot of PENICILLIN Scuencey is tested (as 
illustrated above) to insure utmost pyrogen-freedom. 
When, in placing your order for penicillin, you specify 
PENICILLIN ScHENLEY... you may do so with con- 
fidence . . . knowing that such measures of uncommon 


care assure a product of highest standards. 


We suggest 


you Specify . 


SCHENLEY LABORATORIES, INC. 


Producers of PENICILLIN SCHENLEY + Executive Offices: 350 Fifth Avenue, New \: 


Cit) 


-30 
NN 

| 

| 

— 


Cit} 


WIFE’S LUCKY DAY 


We've a message—and a gift—for your 
wife. We want her to try our prepa- 
rations. It will take about an hour of 
her time, and in return for that courtesy 
we will present her with a Beauty 
Counsetor $1.00 lipstick in any shade 


she selects. 


We believe she will enjoy the hour. 
But, most important, we hope she will 


beauty counselors, ime.. | 0100 \ack Avenue 


Send n 


your private forn ilas. 


Give 1 e a $1.00 dipstick and a demonstratio 


tell you about our Try-Before: You-Buy 
method of selection- how each cus- 
tomer has a chance to use these hypo- 
allergenic preparations, without charge, 
to see that those recommended really 
suit her skin. 


If you also care to help your office 
attendant without cost or obligation, 
we will gladly extend this special offer 
to her. Please use the coupon below. 


24, Mich., Dept. AD-2 


State Phe i¢ 
You | find her at 
State Phone 


Address 
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Lathering Soapless Detergents for Skin Cleansing and 


Household Cleaning When Soap is Contraindicated. 


In Convenient Forms ....... 


Lowila Cake = for Skin Cleansing 
Lowila Liguia = for Household Cleaning 


Please Write for Literature and Sample. 


MAIN STREET - + + + + .+ BUFFALO 2, 
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Luzier Cosmetics and Allergy 


Women use cosmetics because they have developed a need 
for them: they are essential to modern standards of good- 
grooming and therefore contribute to a sense of well-being. 
Your patient’s appearance, viewed cosmetically, is a factor 
that deserves your consideration both during hospitalization 
and convalescence. Cosmetics cannot lift faces, but they cer- 
tainly perform wonders when it comes to lifting a woman’s spirits. Women 
have an instinctive desire to look pretty and to smell sweet. 


Since cosmetics are so universally used it is not to be wondered that 
they sometimes figure in the field of allergy. That is why when there is a 
history of allergy we suggest that patch tests be made with those of our 
products the subject is using or contemplates using. If they test positive, 
further testing with their constituents is indicated to determine the offending 
agents. These found, we frequently can modify our formulas to suit the 
subject’s requirements. The patch test is generally considered best for 
testing cosmetics because it most closely approximates the conditions under 
which they are normally used. 


While our products are free from so-called common cosmetic allergens, 
such as orris root and rice starch, we feel it should be made clear that 
any of their normally innocuous ingredients might be allergenic to the 
allergic individual. It is our practice to write our patrons a letter to this 
effect when a history of allergy is involved. 


It is our experience that many persons with allergic constitutions 
cannot tolerate scented cosmetics; therefore we routinely recommend and 
select unscented products when there is a history or suspicion of allergy. 
This practice is not to imply or suggest that the subject is sensitized to 
perfume; it is solely to safeguard against the possibility. 


In specific cases of allergy or suspected allergy, when the subject is 
using or contemplates using our products, we are pleased on his request to 
send her doctor the involved raw materials for patch testing, also such 
information concerning our products as may have a bearing on the case. 


Since in the light of present knowledge it is not possible, save in 
specific cases, to make non-allergenic cosmetics, we believe the cosmetic 
requirements of the allergic individual should be considered by her doctor 
in the light of the formulas and general characteristics of the products 
she is using or contemplates using. 


Luzier's, Inc., Makers of Fine Cosmetics & Perfumes 


KANSAS CITY, MISSOURI 
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Careful Clinical Tests Confirm 


Value of Mild Soap Routine 


METHOD: With lukewarm water and a rich Camay 
lather, wash the face thoroughly—pay particular attention to 
forehead, nose and chin. Rinse thoroughly with lukewarm 
water. For oily type skin, add a cold splash. Dry carefully. 


is the cleansing routine— based 
upon advice from dermatologists— 


which we call the Camay Mild-Soap Diet. 
Followed twice daily, it assures the proper, 
regular skin care so important to skin health 
and beauty. 

This method and Camay have recently 
been subjected to careful clinical tests by 
competent dermatologists. The study showed 
that, of over 100 women who changed from 
their usual cleansing methods to the Camay 
Mild-Soap Diet, a very high percentage ob- 
tained beneficial results on the skin. It dem- 


onstrated, too, that Camay cleanses the 


CAMAY 


A product of Procter and Gamble 


skin gently, thoroughly, without irritation 


Repeated skin tests of other types—pate! 
tests, Immersion tests—have further den- 
onstrated the mildness of Camay. 


If you are called upon to recommend « 
toilet soap for daily use, we believe that you 
may recommend Camay with confidence 
In addition to its outstanding mildness, 
Camay lathers richly and has a delicate fra- 
grance appealing to women. 

Samples of Camay are available for per 
sonal or office use. Address requests to 


Procter and Gamble, Cincinnati 1, Ohio. 
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PEAR Y, RAPID COMPLETE DESTRUCTION 


‘can be more effec- 
tively accomplished 
with the newer 


arsenicals such as 


DICHLOROPHENARSINE HYDROCHLORIDE 
Winthrop 
in combination with a bismuth compound. 


Five outstanding characteristics: 
® High therapeutic potency 

® Wide margin of safety 

© Prolonged stability 

® Isotonicity 


® Convenient administration 


Anexcellent drug forthe chemotherapy of syphilis. 


Write for detailed information. 


ACCEPTED 


AMERICA 
MEDICAL” 
ASSN 


W!NnNTHROP CHEMICAL COMPANY, ine. 
New ‘ork 13, N.Y. Pharmaceuticals of merit for the physician Windsor, Ont. 


\ 


vhen irrad meation is indicated. t ere is the 
apparatus for de rmatology 
PICKER 


The Picker “Zephyr” x-ray appara- 


tus, designed by dermatologists for 
dermatology, is unique in embody- 


ing all those special features required 


in dermatological irradiation. 


PICKER X-RAY 
corporation 


300 FOURTH AVENUE - NEW YORK 10,N. Y. 
WAITE MFG. DIVISION * CLEVELAND, O. 


BRANCHES Im PRINCIPAL OF U S. A. AND CANADA 
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CUTANEOUS DISEASES IN THE SOUTH PACIFIC 
OBSERVATIONS AMONG MILITARY FORCES 


LIEUTENANT COMMANDER WERNER W. DUEMLING, MC-V(S), U.S.N.R. 


During the past two years it has been my 
rivilege to be attached to a Naval hospital at 
large numbers of men returning from 
received for 
of the 
for the past year reveals that approxi- 
mately 5 per cent of all admissions to the hospital 


( 


Pacific have been 


treatment and disposition. A 


the Southwest 


review 


to the dermatologic service, and of this 


ere 

umber 20 per cent were for fungous diseases 
the sk Of patients seen by me for consulta- 
s either from the other services in the hos- 


pital or from the outlying Naval and Marine 
tivities to which I am consultant, a diagnosis 
fung ous disease was made for 20 per cent. 

is, the need for prompt recognition and insti- 
tution of proper treatment of these diseases 1s 
irent, lest they become epidemic among the 
personnel. Although no rare diseases 
ave been encountered, patients returning to 
he continental United States exhibited 
and refractory clinical manifestations, 


have 
extensive 
reclude rapid return to duty under the 
rable conditions of heat, humidity and 
e South Pacific areas. This impression 
as heen corroborated by McCarthy. 

lose second to the large number of admis- 
ior fungous diseases necessitating evacua- 
United States the number 
acne of the indurated and cystic 
interesting to note that the inci- 
diseases is the same in both the 


to the is of 


issions for 


Sixty-Fiith Annual Meeting of the 


Association, 


Dermatological Inc., Chicago, 
144 
present d 


M. D. Willcutts 
Hays 


which this article is 


ooperation of Captain 


S.N., and James | 


Captain 
blication by 
Medicine 
€ opinions 
the 
the 


has been released for pu 
{ Publications of the Bureau of 
f the United States Navy. Th 
set forth this those of 
to be 


in article are 
are not construed reflecting 


as 
i the Navy Department. 
arthy, L.: Tropical Mycoses, J. A. 


M. A. 


/ 


tropics and aboard ship. Delaney, reporting 


from an advance base, listed the incidence of 
cutaneous diseases in personnel passing through 
the wards and the outpatient department of the 
hospital where he was stationed as being as 
high as 95 per cent and stated that 80 per cent 
of all personnel had fungous infections if they 
had served a minimum of three months in the 
area. Ambler,’ who was stationed with an Army 


unit in the South Pacific, observed that the 
majority of admissions to the hospital were for 
fungous diseases of the feet and hands. fle 


noted further that acne often assumed the cystic 
type in that region and that all eczematoid 
eruptions progressed after arrival; otherwise, 
the diseases were the same as those with which 
he was familiar in the United States. None of 
the personnel with whom he came in contact 
exhibited any unusual diseases, except a Negro 
soldier who had tinea imbricata. 

While aboard ship Kley* observed that by 
far the greatest number of visits to the sick bay 
were for fungous infections, with furuncles inei- 
dent to acne vulgaris second in frequency of 
occurrence. ‘The lack of proper bathing facth- 
ties, the crowded condition of the crew’s quarters 
and the high atmospheric temperature of the 
tropics were listed as the factors contributing 
to the frequency and aggravation ef all diseases 
of the skin aboard ship. 

Cohen,® who was also stationed at an advance 
hase in the tropics, stated that diseases of the 
skin are a major cause of disability among 
military personnel in that area. He noted in 
tolerance to acceptable drugs and to methods 
of treatment which in temperate climates are 


2. Delaney, J. R.: Observations of Skin Diseases 
in the Tropics, U. S. Nav. M. Bull. 42:1117 (May) 
1944. 

3. Ambler, J. V Experience of a Dermatologist 
in the Southern Pacific, Arch. Dermat. & Syph. 49: 
224 (March) 1944. 


4. Kley, E. C.: Skin Diseases Aboard a Destroyer, 


U. S. Nav. M. Bull. 42:407 (Feb.) 1944. 
5. Cohen, T. M.: Dermatologic Therapy in the 
Tropics, U. S. Nav. M. Bull. 42:1119 (May) 1944. 
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employed with impunity. In a review of 1,300 
cases which came under his observation in a 
three month period he found that the incidence 
of fungous infections was 36.6 per cent. These 
were most often complicated by a secondary 
infection or a superimposed dermatitis venenata. 
Seventy cases of acne vulgaris in severe form 
also came under observation during this same 
period. The observations of the men closer to 
the scene of action and my own are not at par- 
ticular variance with those of \Woolhandler,® 
in an Army station hospital, who found fungous 
infections to be common and surprisingly exten- 
sive. In his series of 3,000 cases, fungous 
infections headed the list of diseases most com- 
monly encountered. In twenty thousand Army 
induction examinations, Bereston and Ceccolini * 
found that acne vulgaris headed the list of the 
twelve most common dermatoses, with fungous 
infections (not including fungous infections of 
the feet) number four on the list. The change 
from civil to military life has in no way influenced 
the incidence of dermatoses, for in Gilman’s * 
survey of the incidence of cutaneous diseases 
in a student health service, fungous infections 
head the list, with acne vulgaris second. 

In addition to some observations on the treat- 
ment of these aggravated forms of fungous in- 
fections and indurated and cystic types of acne, 
this paper will include a discussion of so-called 
tropical ulcers and a report on 3 cases of exfolia- 
tive dermatitis due to quinacrine hydrochloride. 


PITYRIASIS VERSICOLOR 


Clinical variants of pityriasis versicolor have 
been seen in men evacuated from the South 
Pacific areas as a brightly erythematous form, 
which may be circinate or squamous, and as the 
achromatic form. Heat and humidity undoubt- 
edly account for this variation, and, although 
it has not been definitely established, the achro- 
mia is probably due to the screening action of 
the scales, similar to the picture seen after 
desquamation following ultraviolet irradiation of 
lesions of pityriasis rosea. The eruption involves 
both the covered and the exposed portions of 
the skin, with a predilection for the trunk, face 
and upper extremities. 


6. Woolhandler, H. W.: Dermatology in an Army 
Station Hospital, Arch. Dermat. & Syph. 49:91 (Feb.) 
1944. 

7. Bereston, E. S., and Ceccolini, E. M.: Incidence 
of Dermatoses in Twenty Thousand Army Induction 
Examinations, Arch. Dermat. & Syph. 47:844 (June) 
1943. 

8. Gilman, R. L.: Incidence of Skin Diseases in a 
Student Health Service, Am. J. M. Sc. 188:268 ( Aug.) 
1934. 


The treatment of this disease consists 
bing the involved areas with tincture 
soap twice daily, followed by the ay 
of an ointment consisting of 1 per cent 
acid, and 5 per cent each of precipitat 
and juniper tar. In warmer humid cl 
avoid maceration of the skin with an 
the application twice daily of 
crystals in xylene *® or 2 per cent resor 
5 per cent sulfur in calamine lotion 
Because of the tendency of the 
to relapse, treatment should be continu 
period of two or three weeks after t! 


signs have disappeared. 


ERYTHRASMA 


Erythrasma is encountered both in 
and in temperate climates. 
triginous areas, including the inner sic 
thighs and the interdigital webs of the toes 
well as the axillary regions, the rectal fold 
the umbilicus. The brownish color and the 
sence of inflammation help to distinguish 
disease from pityriasis versicolor, pityriasis r 
and crural ringworm. 
neurodermatitis when thickening of the skin d 
The treatment 


It may be mistaken t: 


to scratching supervenes. 
same as for pityriasis versicolor, except that 
lichenification or pustulation is present the treat 
ment must first be directed toward it an 
to the parasite. 


EPIDERMOPHYTON 
In a review of the cases of fungous iniectio! 
in patients admitted to the hospital, it was see 
that the large majority were cases of epiderm 
phyton infections, with involvement of the hands 
and feet predominating. However, those 
the usual case in the frequency with whic! 
lymphangitis and regional lymphadenopathy 
The eruptions vary from the acu 
vesicopustular and bullous type to the chro 
hyperkeratotic type, with varying degrees of tT 
sistance to treatment and tendency toward recu! 
Paradoxically, 
infection, with large coalescing blebs 
tules followed by complete exfoliatior 
hands and feet, the more rapid is the respons 
to the continuous use of wet compresse> 
1 :10,000 potassium permanganate soluti 
is so consistently true that, in view 
increased knowledge of the properties | 
ngi, it suggests the production in situ 


M. Bull, 41:1065 (July) 1943 


are 
Nav. 


DUEMLING—CUTANEOUS 


wn principle which is toxic to both 
nd the secondary pyogenic invaders 
shedding of the superficial epidermis 
ted, hastened by debridement, hydrous 
25 per cent cod liver oil ointment or 
nt theobroma oil ointment is sufficient 
ite the case satisfactorily. I:xcessive 


latory instability or vascular dis 
e extremities, long marches and the 
f encasing the feet in heavy shoes 


nged immersion or prolonged wearing 


shoes and socks are important pre- 
factors in fungous disease. Circula 

stability, as evidenced by excessive 
and a bluish discoloration of the 

| feet, with maceration of the epidermis, 


a favorable soil for the ingrafting of a 
infection. 

e subacute variety hot soaks of 1: 10,000 

ssium permanganate solution for one-half 

ice daily, followed by application of half- 


rength ointment of benzoic and salicylic acid 


ght and the application of the following 
sting powder after the morning soak, have been 


acious: 


mol iodide 


oxide 


addition to these procedures, the vesicles 
| pustules are opened daily before the hands 


r teet are soaked ; the dead epithelium is clipped 
vay, and every three or four days the areas 


lved are painted with 10 per cent silver 


nitrate solution followed by the application of 


per cent solution of merbromin. The latter 
apparently stimulates keratinization 
| hastens involution. 


. 
‘he chronic recalcitrant, hyperkeratotic type 


cedure 


i epidermophyton infections most often involves 
‘he palms, the soles and the lateral surfaces of 
the hands and feet. 
trength ointment of benzoic and salicylic acid 


For this type, after full 


cent chrysarobin ointment fails to bring 
e desired results, the following proce- 
s adopted and can be highly recom- 


mend \fter the area involved was painted 


per cent silver nitrate solution and 5 
solution of merbromin or tincture of 
was covered with overlapping strips of 
These were left in place from 
ix days, after which the hyperkeratotic 

was found to be soft and macerated, 
This procedure was re- 


tape. 


easy removal. 
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peated as often as necessary, and in the event 
of failure of involution in a reasonable length of 
time roentgen ray therapy was instituted. Be 
cause the field was prepared by preliminary 
removal of the excessively thickened epidermis, 
results were 


the prompt and 


achieved with a fraction of the number of treat 


response Was 


ments usually required. The same procedure 
was found equally valuable in the management 
of localized patches of lichenification and neuro- 
dermatitis. 

Not infrequently a folliculitis of the distal half 
of the arm and leg develops, followed by the 
production of superficial ulcers due to scratch 
ing. The lesions responded best to the use of 
wet dressings combined with the application of 
10 per cent silver nitrate solution and 5 per cent 
solution of merbromin to the denuded 
or of copper sulfate by iontophoresis. However, 
the latter type of therapy has not been of value 
in my experience for any of the other types of 


areas, 


involvement, 

Tinea cruris, although assuming its usual 
morphologic characteristics, is occasionally seen 
associated with a severe inflammatory and exu 
dative type of reaction, which extends to the 
skin of the entire gluteal cleft. Under treatment 
with continuous wet dressings of 1: 10,000 solu- 
tion of potassium permanganate, or solution of 
aluminum acetate, the acuteness of the process 
readily subsides, and, since relapses are coinci- 
dent with excessive perspiration, the powder 
containing thymol iodide but without salicylic 
acid and with only half the quantity of menthol 
was of value in keeping the skin dry and fore- 
stalling a recurrence after the acute process 
subsided. - When the involvement was limited, 
a prompt response was obtained by the applica- 
tion of 10 per cent silver nitrate solution and 5 
per cent solution of merbromin, followed by 
sponging two or three times daily with 1: 5,000 
potassium permanganate solution. 

After trial of various medicaments with in- 
different results, sodium propionate '® (10 per 
cent in tale and 8.2 per cent in normal propyl 
alcohol in aqueous solution '') was found most 
effective in the treatment of aspergillosis of the 
ear. The auditory canal was swabbed twice 
daily with the solution followed by insufflation 
with the powder. 


10. Keeney, E. L., and Broyles, E. N.: Sodium 
Propionate in the Treatment of Superficial Fungous 


Bull. Johns Hopkins Hosp. 73:479 (Dec.) 


Infections, 
1943. 
11. The sodium propionate solution and powder were 


Mycoloid 


the Laboratories, Inc., Little 


supplied by 
Falls, 
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78 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
I have had no personal experience with the CYSTIC ACNE 
group of fungous diseases described as the tropi- Many patients with simple acne vul 
cal cpidermomycoses which they had not sought treatment 
into four groups, as 1ollows: the United States, were evacuated becaus 


1. Endodermophytoses, produced by a group disease had progressed to a degree whic! 
of endodermophytons (resembling trichophy- abled them for service. Not only th 
tons), with a faviform growth on culture, which © put long hours below deck in the oil-filled 
mosphere of the extremely hot engine 


often a factor in causing a mild simple ; 
progress to the cystic and infected variety, 
is decidedly disabling during warfare over te 
rain where man must often be his ow 
animal. In order to hasten the involutior 
the lesions and expedite the return of sucl 
to full duty, in keeping with the mott 
medical department of the United States \ 
“to keep as many men at as many guns as | 
days as possible,” this problem was discuss 


with one of my colleagues, Commander 


Fig. 1—Multiple linear scars with rolled-up edges 
and extension of lesion at border. 


attack only the skin—never the hair or deeper 
structures—to form kerion or granulomatous 
lesions. They do not invade the blood stream. 
In this group are found tinea imbricata, chim- 
bere and tinea intersecta. 

2. The cladosporian dermatoses (hermoden- 
dron and Cladosporium). Two types are recog- 
nized: (1) the achromatic type (parasitic achro- 
mia of Jeanselme) and (2) the hyperchromic 
types (tinea nigra and keratomycosis nigricans 
palmaris ). 

3. The dermatoses caused by parasites that 
produce aleurospores (tinea albigena, k/i-huert). 
This type may produce mycetomas as well as 


involve the skin. 


4+. Two dermatoses probably due to trichophy- | <heaaa 
tons but insufficiently studied (tropical ringworm Fig. 2—“Exteriorized” lesions completely healed, | 
of Sabouraud and tinea nigrocircinata ). ing smooth, soft, flat scars. 


As time goes on and men return from the 
four corners of the earth, even these rare and  Nesselrod, who has had considerable ex} 
yet insufficiently studied fungous diseases will in the treatment of pilonidal cysts \ 
demand the best effort and attention of the method of “exteriorization” described by 
members of the medical profession. Confronted with the deep cystic lesions 
—— on the back, chest, neck and face and the | 
12. Langeron, M., cited by McCarthy, in Darier, J... — = 


and others: Nouvelle pratique dermatologique, Paris, 13. Buie, L. A.: Practical Proctology, Phi 
Masson & Cie, 1936, vol. 2, p. 335. W. B. Saunders Company, 1938, p. 480. 
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PACIFIC 


IN 


SOUTH 


j sults of treatment, he felt justified in units. The bacteriologic and laboratory obser- 
Heras! hremping a careful application of this method vations, together with the clinical progress in 
+ , roublesome lesions. each case are set forth in the table. There were 
2 volved areas were marked by means 0 toxic effects noted in any of the patients, 
7 thionine chloride or gentian violet, and Further study sien the USE OF penicillin as a 
. curiace was then cleansed with soap and topical application in an ointment base, as advo- 
he patient was prepared for operation, cated by Clark,’® 1s now in progress. 
l-fille 
| anesthetic used was pentothal sodim 
strated intravenously. After a small in- 
id been made over the cystic lesion, one Three patients with tropical ulcers have come 
fa long-bladed scissors was inserted into under my observation in the past six months, 
‘ yst cavity, thus facilitating an exploration to and considering the prevalence of the disease in 
if ‘ermine its extent, and the overhanging edges the Southwest Pacific areas, this small nfimber 
is vere completely excised. No attempt was made — speaks well for the excellent management of such 
amet lace marginal sutures. An occasional liga- lesions in the field. All the patients had had 
: re was found necessary. The wound was malaria, which may be listed as a contributory 
Pam ehtly packed with iodoform gauze and a dress- factor in their debilitated state." In each the 
ads mat ¢ held in place temporarily during similar sur- lesion was located on the lower part of the leg 
SCUus treatment of the remaining lesions. The and occurred after an insect bite which was sub 
sa rea was allowed to fill with granulations, and sequently traumatized by scratching. One pa- 
Laboratory Observations and Clinical Progress of Patients Treated with Penicillin. 
Total 
Dose of Days 
utient Penicillin, Treated, Local 
Number Clinical Observations Culture Units Number Treatment Results 

Deepseated abscesses of neck, Staph. aureus 960,000,000 8 Hot packs, wet dress- Decreased drainage, 

back, chest, shoulders ings of isotonic fourth day; con 
solution of sodium trolled, seventh day 
chloride 

Numerous cystic nodules of face, Staph. aureus and 2,055,000,000 18 Potassium perman- Improved, fourth 
neck, chest, back, many drain- Staph. albus ganate (1:10,000) day: recurred one 
ing thick purulent material. locally week after treat- 
Considerable hypertrophic scar- ment was discon 
ring of old lesions. tinued 

Draining abscesses of face, chest, Hemolytie Staph. 490,000,000 6 None Greatly decreased 


aureus; nonhemo- 
lytic Staph. albus 


back, buttoeks 


lue time healing took place, with the forma- 
n of a small smooth scar over which the pa- 
tent could shave without discomfort. Six pa- 
tients have now been treated, with gratifying 
esults, obviating the dimpled and puckered scars 
with rolled-up edges, that are both unsightly and 
wardous from the standpoint of shaving. 


Because bacteriologic study revealed the pres- 
organisms susceptible to penicillin,’* pa- 
vents with widespread involvement, in whose 
A 


records were noted many admissions to 

spitals because of their disability and of the 

2 rather indifferent results with all accepted meth- 
Is treatment, were treated with penicillin. 

atients have been treated with penicillin 

and, although the results were antici- 


tel, they were, nevertheless, remarkable. In 
ever stance the drug was administered intra- 


rly every three hours in doses of 10,000 


, by, G. L.; Meyer, K., and Chaffee, E.: 

Us- t i Penicillin in Vitro, Proc. Soc. Exper. Biol. 
x 30:277 (June) 1942. Dawson, M. H., and 
Penicillin as a Chemotherapeutic Agent, Ann. 


19:707 (Nov.) 1943. 


drainage, end of 
48 hours 


tient attributed the rapid spread of the lesion 
to the fact that ants fed on the serous exudate, 
and undoubtedly they further contaminated the 
area. Cohen * obtained complete healing in from 
eight to twenty days with the application of hot 
compresses of potassium permanganate solution 
applied for twenty minutes three times daily, 
followed by 5 per cent sulfathiazole ointment. 
My routine has been to render the ulcer bac- 
teriologically clean, as advocated by Dostrovsky 
and Sagher,’? with the liberal application of a 
finely milled powder, consisting of equal parts 
of sulfathiazole and sulfadiazine, and application 
of a dressing of solution of 
chloride. Bacteriologic investigation in my cases 
revealed the presence of a mixed infection of 


isotonic sodium 


and others: Penicillin and Pro- 
Elimination of Haemolytic Strep- 
Lancet 1:605 (May 15) 


15. Clark, A. M., 
pamidine in Burns: 
and Staphylococci, 
1943, 

16. Costa, O. G.: Severe Tropical 
Dermat. & Syph. 48:414 (Oct.) 1943. 

17. Dostrovsky, A., and Sagher, F.: 
Ulcer (Pyoderma Gangraenosum), Arch. 


Syph. 48:164 (Aug.) 1943. 


Ulcer, Arch. 


Phagedenic 
Dermat. & 


= 
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Staphylococcus aureus and Staphylococcus albus, 


hemolytic streptococci and a diphtheroid 


beta 
bacillus. 

\s 
covered with healthy granulation tissue, t 


1 by Bier,”* 


as the ulcer was clean and the base 
the moist 


cham) r treatment, devise Was 1Insti- 


tuted, an .\ce bandage was applied and the pa- 
tient was permitted to be ambulatory \ modi- 


fication of this procedure in treating deep ulcers 
consists in filling the cavity with dry plasma: 
this method has been found to be of real value 
in hastening healing and returning the patient 
to duty. The rationale has not been investigated. 
but from the standpoint of furnishing prolifer- 
ating cells with an abundance of a normal nu- 


Wik 


Fig. 3—Ulcers on the lower part of the shin, which 
developed after scratching an insect bite. The ulcer 
has been decreased almost 50 per cent from its original 
size under treatment. 


trient medium in concentrated form it can hardly 
be improved on. The simplicity of this treat- 
ment, coupled with the fact that the patient can 
be ambulatory for the greater part of the period 
of hospitalization, recommends it. 

DERMATITIS DUE TO 
HYDROCHLORIDE 


EX FOLIATIVE QUINACRINE 


Urticaria '* and toxic exanthems °°" have been 
previously reported in patients undergoing ther- 
apy with quinacrine hydrochloride. However, a 
more serious generalized exfoliative erythro- 
Narbenbildung in 
aufweisen, Berl. 


18. Bier, A.: Regeneration und 
offenen Wunden, die Gewebslticken 
klin. Wehnschr. 54:201, 1917. 

19. Nayudu, R. V. N.: Malaria and Its Treatment 
by Synthetic Remedies: Atabrin and Plasmochin, 
Indian M. Gaz. 72:531 (Sept.) 1937. 


TOLOGY AND 


SYPHILOLOGY 


derma following quinacrine therapy was 
reported by Noojin and Callaway.*! It 
ina white woman, aged 45, who, becaus 
chills and fever, took a course of « 


hydrochloride, consisting of O.1 Gm. tl 
daily for five days. Three weeks later 1) 
smear was positive for plasmodia, and 

given a second course of quinacrine hyd: 

in the same dosage for six days. Sey 
the 
eralized pruritus with a feeling of tl 
Short 


after second course she complaine 
and soreness of her entire skin. 
after a generalized edema with redness, « 
and exfoliation developed, with extensive sty 
imposed infection due to scratching. Thy 
blood cell count rose to 18,650, with 60 per 
eosinophils, and the patch test, with quinaer 
hydrochloride elicited a positive reactio 
though lessened in intensity, a reaction was | 
tive even after four months. 


REPORT 


W., BM 2/c, U.S.N., aged 43, 


OF CASES 


CASE 1.—S. 


mitted to the hospital on May 17, 1943, as an evacu 


from Guadalcanal, with a diagnosis of exfoliative 

matitis. He had been receiving suppressive quinacr 
hydrochloride therapy for almost three months w 
in February, he 


body. This was associated with considerable ser 


oozing and crusting, at one time necessitating dres 
After two transfusior 
on April 8 and 10, the erythema and edema subsicd 
Subject: 


ings over the complete body. 


leaving the skin a dirty grayish brown. 
symptoms consisted of itching and burning. 


The patient was admitted to the hospital on May 17 
1943, and the dermatologic examination revealed ger 
eralized grayish brown hyperpigmentation and a gei 
eralized pea-sized to olive-sized enlargement of lymp 
The nails had recently been shed, and the hai: 


The spl 


nodes. 
was sparse and lacked the normal luster. 
was not palpable. 


quamation and lighter reticulation where the pigment 
skin had been denuded after scratching and_ invasior 


pittir 


by secondary infections. Both legs revealed a 


edema, extending almost to the knees. 
ranged up to 18,000, with eosinophils to 
The differential count otherwise 


ner 
pet 
1 


was within 


limits, and there was moderate secondary anemia. The 
icterus index was normal, and a smear was negatiy 


A patch test 
papulovesicular 


to qu 
react 


parasites. 
elicited a 
twenty-four hours. 
Under general supportive treatment the patient 
favorable progress up to May 26, 1943, wher 
pneumonia was ushered in by a chill and a 


for malarial 
hydrochloride 


20. Storey, W. E.: Toxic Exanthema F 
Prolonged Atabrine Administration and Res 
Brill’s Typhus Fever: Report of Case, J 
Georgia 27:317 (Aug.) 1938. 

21. Noojin, R. O., and Callaway, J. L.: Get 
Exfoliative Erythroderma Following Atabrit 
port of a Case, North Carolina M. J. 3:239 
1942. 


noticed swelling and redness of t 
feet and legs, with rapid extension to involve the ent 


There was generalized brawny des- 


e 


The leuk cytes 


| 
| 
44 
TANS 
asa 


Stusior 
subs! le 


ibject 


May 17 


Cd 
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to 102.6 F. Coincident with this, the 
dematous and erythematous, and by Jun 

iin had complete exfoliation 


\fter this 
tion the skin was appreciably lighter 
vthema and scaling, together with serous 
e legs, persisted for some months. His 


jained good up to Oct. 13, 1943, when 
of generalized extoliation was ushered 
ature of 104 F. At the end of two 
kin was again dry and scaly and was 
hter than it was previous to the des 
His progress was satisfactory from then 


spitai. 
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Case 2.—E. A. W., a Marine private aged 23, was 


admitted to the hospital on May 30, 1943, with a diag- 
hative dermatitis, which first appeared in 
March 1943 on the chest and arms, after six weeks 
1 suppressive therapy with 

\iter an intervening attack ot malaria, the eruption 
became generalized. When the patient was admitted 
to the 


quinacrine hydrochloride 


hospital, examination revealed undernour 
man with a generalized brownish pigmentation 
and sealing of the skin, thinning of the hair and shed- 
I nails, with thickening and oozing in the 
flexures of the arms and around the neck There was 


a generalized pea-sized to olive-sized enlargement. of 


Section of skin showing numerous histiocytes filled with pigment granules in the upper part of 


jc Observations—A section of skin and a 


from the right inguinal region, measuring 
by 1 cm., were removed for study. The epi- 


is somewhat atrophic, and the rete pegs were 


In the upper part of the corium there was an 
t lymphocytes and plasma cells. Scattered 
this area there were numerous histiocytes 
yellowish brown pigment granules. 

ph node was hyperplastic, with pronounced 
yperplasia. The lymphocytes were normal 
ce, but scattered irregularly throughout the 
were large cells filled with yellow pigment 


Collections of plasma cells were numerous 


the section, and the architecture of the 
somewhat disorganized, but normal follicles 


nt. Klemperer and Davidsohn 22 have desig- 


picture as dermatopathic lymphadenopathy 


lymph nodes. The axillas and groins had the velvety 
pigmented appearance characteristic of acanthosis nigri- 
cans. No plasmodia were noted in the blood smear. 
The white blood cells ranged up to 13,400, with the 
eosinophils up to 45 per cent. The patch test with 
quinacrine hydrochloride elicited a positive reaction. 

With colloidal baths, cleansing the skin with cotton- 
seed oil and the application of a 10 per cent theobroma 
oil ointment, the acute phase of the eruption gradually 
subsided and the hyperpigmentation faded. ‘Two months 
after his entrance into the hospital he had gained 30 
pounds (13.6 Kg.) and was permitted to return to his 

22. Klemperer, P., and Davidsohn, I.: Paper read at 
the Tumor Seminar of the American Society of Clinical 
Pathologists, Philadelphia, June 2, 1942. 
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home for convalescent leave. Subsequently he had a re- 
lapse of malaria and was inadvertently given guinacrine 


hydrochloride, which provoked a recurrence of the 
eruption. 

Case 3.—V. Z. DeJ., an ensign aged 32, was first 
admitted to the sick list on March 3, 1944, with a 


diagnosis of contact dermatitis because of an eruption 
on the neck, arms and legs of three months’ duration. 
He had been given suppressive quinacrine hydrochloride 
therapy since about Aug. 1, 1943, and had taken no 
other medicament. The eruption was erythemato- 
papular and became generalized on April 9, 1944, when 


the diagnosis was changed to exfoliative dermatitis. 


Fig. 5.—Section of inguinal 


throughout. 


The examination at this time revealed generalized scal- 
ing, crusting, fissuring and weeping, and motion was 
painful because of the heavy crusting in the flexures 
and the leathery texture of the skin. The 
ture was 101 F. The liver was palpable 3 
breadths below the costal margin. The spleen was not 
palpable. There was a generalized lymphadenopathy, 
with the largest and most tender nodes in the inguinal 
region. Both legs and ankles were edematous and pitted 
on pressure. Under symptomatic and supportive treat- 
ment the severity of these manifestations subsided, 
and the patient returned to continental United States. 

He came under my observation on May 28, 1944, 
presenting a papulosquamous eruption of the legs, neck 
and with residual grayish hyperpigmentation 
most pronounced in the axillas and groins. The lymph- 
adenopathy had subsided somewhat, but the axillary 
and inguinal lymph nodes were still easily palpable and 
averaged about 1.5 cm. in diameter. The liver was 
palpable about 1 fingerbreadth below the costal margin, 


tempera- 
finger- 


arms, 
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and the spleen was not palpable. The hair : 
several toe nails were absent, and all remaining . 
showed transverse striation and were fray 
free edge. Examination of the blood revealed 52% 
red blood cells and 14,500 white blood c 
normal differential count. The blood smea: 
tive for malarial parasites. 

A patch test with a saturated solution of 
hydrochloride was applied to the left forea 
the end of torty-eight hours a_ papuloe: 
reaction was noted. At the end of seventy 
it became vesicular, and on the fifth day 
had dried. 


a 
a 
d 
fi 
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\ 
node showing large cells filled with pigment granules scattered irregular) 
t 
COMMENT 
A high incidence of disability due to diseases FJ 
of the skin exists among the armed forces 94 
whether afloat or ashore, in the Southwest | ‘ 
cific or in more temperate climates. [he wu fa 
favorable conditions of heat, humidity and fl 
ashore, the lack of proper bathing facilities an: Bx 


the crowded condition of the crew’s quartet 
together with long hours below deck in the 
filled atmosphere of the extremely hot eng! 
room, are significant factors contributing 

high incidence and accounting for com] 
which make men unfit for duty. Under su 
conditions it is little wonder that “the iungi ¢ 
to war,” and that the most common 

that of a fungous infection, usually complicate 


b 
or 
de 
0 
> 
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iry infection, cellulitis, Ivmphangitis 
shadenopathy. Paradoxically, the more 
Byer infection the more rapid is the re- 
treatment based on the severity of the 
rather than on the specificity of the 
invader. This happens with such 
that, in view of recent newer knowledge 
perties of certain fungi, it suggests the 
Boduction in situ of some yet unknown prin- 
ch is toxic both to the fungus and to 


s pyogenic invaders. The application 
@ ~Jver nitrate solution followed by solution of 
f has been a valuable procedure in 
iting keratinization, and closure of 
@ sonic hyperkeratotic areas on the soles with 
Merlapping strips of adhesive tape has hastened 
@e involution of this recalcitrant type of infec 

factors operative in fungous infections 
2 the basis for many cases of mild 
ane vulgaris progressing to a service-disabling 
degree. Simple incision and drainage have been 
found inadequate in the management of such 


nd a method of “exteriorization” is 
sted as a means of terminating this disa- 
nd producing a cosmetically acceptable 
sult. When the involvement is wide- 
penicillin produces remarkable results, 
exacerbations can be looked for unless the 
ent is continued until every focus of infec- 
has been eradicated. 

e so-called tropical ulcers are traumatic in 
origin, and their rapid extension is due to poor 
personal hygiene and poor facilities for proper 
c the time of the injury. When the crater 


0 the ulcers is deep, a modification of the moist 
ri cr treatment, consisting of filling the crater 
\ dried plasma, has been found to hasten 
hoing ot the defect and closure of the ulcer. 


quinacrine hydrochloride is capable of 
sensitizing the skin is shown in the 3 cases of 


exioliative dermatitis recorded here. After the 
acute phase of the eruption passes, a grayish 
}rown pigmentation with retiform depigmenta- 
tion due to fissuring and superficial denudation 
fi the epidermis remains, which persists for 
Many months but becomes less intense with suc- 
cessive exfoliations. The histologic changes are 


Conpanhle with those described in dermatopathic 

cnopathy and are characterized by the 
of histiocytes in the upper portion of 
m and in the lymph nodes filled with 
brown pigment granules. 


\BSTRACT OF DISCUSSION 
Ropert L. Guman, (MC), U.S.N.R.: 
w of any one who has had a larger experi- 
rmatology in the Navy than Lieutenant 


Duemling, possibly because of his location, 
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and I am sure that he has had more patients under 
his care in his department than any of the rest of us 
have had. He is the dermatologic spokesman for those 
of us who are treating dermatologic patients in the 
Navy. 

The fact that most of his patients came from the 
South and Southwest Pacific does not detract from 
the fact that the ratio of incidence of disease is prac- 
tically the same, no matter from what area patients 
come—whether they come from the Atlantic, the tropics 
or the seaboard. 

It is interesting to know that the ratio of cases and 
the types of cases, are the same as in civilian life, 
with a few modifications. Medical officers who are 
practicing dermatology in the armed forces had _ the 
same sort of situation to put up with that you do— 
that is, with overtreatment—plus the fact, as has been 
pointed out, that certain patients coming from the 
tropics with diseases of the skin have an unusual 
susceptibility to ordinary mild medicaments. 

The overtreatment of patients is due largely to the 
fact that some corpsmen at isolated posts use every- 
thing they know of: strong potassium permanganate 
solutions, iodine and ammoniated mercury. 

I do not think that one needs to qualify the term 
“tropical ulcer” with the word “so-called” any more. 
It is generally conceded that all ulcers contracted in 
the South Pacific are tropical indeed. The ones I 
have seen have been traumatic in origin. There is 
no one on shipboard who has not banged his shin from 
time to time, and the resulting ulcer may or may not 
heal promptly. If it opens and has to be treated, the 
man must be put in sickbay for a long period, and 
rest in bed is one of the most -important aspects of 
therapy. 

I have not observed the number of cases of acne 
that Lieutenant Commander Duemling has encountered. 
But those who subscribe to the theory that carbo- 
hydrates influence or cause acne need not be reminded 
that the average sailor lives on candy bars, ice cream 
and carbonated drinks. There may be something in 
that fact in addition to the effect of oil and a humid 
atmosphere on cutaneous diseases. 

When I first went into the service, I expected to see 
a wide variety of unique and unusual tropical cutaneous 
diseases, but I soon found out that tropical dermatoses 
are the same as those seen in civilian life excepting 
that they are a little harder to handle. 

The first observation I made of this fact was in the 
Caribbean: I can tell about it now. Maybe I am 
naive, but I had not seen before the type of scabies 
that I saw there. There are few cases of the textbook 
or classic types of scabies, but I did see a number 
of patients with scabies whose lesions were confined 
solely to the diagnosis had to be 
made from that evidence alone. These patients had 
no lesions on the webs of the fingers or the wrists or 
in the axillas. I thought that this observation was 
particularly important because previously some of thes¢ 
patients had been examined and were treated for 
multiple chancroid and in some instances for multiple 
chancres. 

Another disease which I have found most refractive 
and disabling is prickly heat. One is less apt to see 
it in this country at shore establishments. One sees 
it at sea, where there is often a large drain on water, 
but more frequently it occurs in the regions just above 
and just below the Equator. It is exasperating and 
readily lends itself to secondary infection. 

My most recent experience associated with the prac- 
tice of medicine in the Navy has been to encounter, 
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last two or three weeks, multiple epithelio- 


during the 
mas in groups of eight or ten occurring in men, usually 
from 30 to 38 vears old 


Dr. JAMES H. MitcHerr, Chicag: The remarks of 
Dr. Pardo-Castello concerning the limitation of the 
lesions of scabies to the penis in Cuba, and the fre- 
quency of the lesions on the male genitalia in other 


explanation of this phe 


absence of Lesbians 


that the 


at there 1s an 


countries suggest 


nomenon mav be tl 
the femal 


among female acarids. 


been able to decide whether Dr 


I have never 
than good when our 
paper on ringworm of the hands and feet was presented 
at Detroit, in 1916. The widespread tendency since 
that time to treat all ringworm, 
without an effort to establish a diagnosis by micro- 


untold discomfort, 


Ormsby and I did more harm 


acrodermatoses as 


resulted in 
on the part of many patients. 

shown by Lieutenant Com- 
to the belief that many 


scopic examination, has 


not to say suitering, 
|.ooking at the pictures 
mander |uemling inclines me 
of the cases are of mixed pyogenic infections rather 
than of and I am that 
Lieutenant Commander Duemling is of the same opinion. 
He has changed his treatment with this in mind, and 
his results justity the change. 

I should like to ask how many of these cases were 
controlled microscopically and culturally. My recent 
experience as examiner in mycology on the American 
Board of Dermatology and Syphilology was illumi- 
nating. Only one of the forty candidates recognized 
a fresh preparation containing many organisms of 
Pityrosporum furtur, and it should be known that this 
Fungi were overlooked when 


fungous infections, pleased 


candidate was a woman. 
they were left in focus in the field and found in prepa- 
rations in which none were present. Fuseaux were 
pointed out beside a hair; spores were overlooked in 
infected hairs and found in normal hairs. 

I should also like to ask whether lichen-planus-like 
lesions have been seen in men taking quinacrine hydro- 
chloride. Dr. Caro and I have presented some patients 
in whom there were found lesions which closely simu- 
lated lichen planus clinically and histologically. 

I believe that it will be found eventually that there 
is a lichen-planus-like eruption produced by quinacrine 
hydrochloride, and I would suggest that the derma- 
tologists be on the watch for it. 

Dr. Samuet Ayres Jr., Los Angeles: I am happy 
to have had Lieutenant Commander Duemling clarify 
the situation regarding tropical ulcers and desert sores, 


because it seems to be a matter of considerable con- 
fusion in recent literature. Cases that are reported 
from the Pacific area seem to be described as cases 
of tropical ulcers, and those that come from North 
Africa as cases of “desert sore,” and some authors 
attempt to differentiate between them. Hence I think 


that it has been constructive to have this expression 
of opinion. 

One other point with regard to the question of 
the deep cystic acnes: Lieutenant Commander Duem- 
ling mentioned 1 case in which relapse occurred im- 
mediately after treatment with penicillin. I am won- 
dering whether any of the patients so treated remained 
cured. 

It has been my belief that the deep cystic-abscess- 
like lesion sensitivity of the 
tissues as the the virulence 
of the organism itself. of the tissues 
autogenous 
was described 


burrowing represents a 
organism as to 
Desensitization 

intravenously administered 

the method that 


much to 


by means of 
vaccines, according to 


originally by Clausen and Allen in the treatment of 
arthritis, I have found to- give good results—in con- 


DERMATOLOGY 


AND 


SY PHILOLOGY 
junction, of with other 
prospect that they will be 
The mention of the 
calls to mind a contribution by 
Commander Pendleton, of the Mare Island N 
pital, in which he advocated the use of a 


course, measures W 


lasting. 
infection following ff 


recent 


parattin with a suspension of sulfanilamids 
ingredients to be sprayed on with an ordit , 
spray gun in the treatment of burns of al 


During the time when were ¢ 


began to wonder just how I as a dermatol 
be of use in the emergency. It seemed tl 
burns would be a little more logical tl 
for instance, of chest injuries. I made it n 
to investigate the latest developments in tre 
burns. 


I have had a rather limited experience wit 
of the Pendleton technic in 1 
and it is certainly a most satisfactory metl 

Dr. Anderson and I used this technic in 
patient with a flash burn on the 
and the results were gratifying. 

The prompt use of the paraffin spray, whi 
tirely different from the paraffin method us: 
the last war and requires no dressings what 


case Of a Seve 


face fron 


it makes a thin pliable film, has many ad\ 
The presence of a small amount of  sulfanil a 
suspension inhibits infection, and it seems to be a te r 


well worthy of further use. Pain is relieved, s r) 


minimized and free movement of the affected 

permitted. uns 
Dr. C. Guy Lane, Boston: I believe that : 

a great deal to Lieutenant Commander Duemling | sh 


his presentation today from another aspect. | 
that teachers here at home depend on medical 

come back from the various services to describe 
problems and tell what is happening in the t 

war. In the instruction of senior students I feel t 
the teacher can emphasize those problems whic! 

physicians in service have described, 
long the students go into military service at 
just such cases. 

I think that Lieutenant Commander Duemling ha 
phasized well the types of disease which he and 
colleagues are seeing. He has also emphasized 
the need for us to warn our students about the n 
ot drastic therapy. 

He speaks of overtreatment by corpsmen and other: 
The teacher can emphasize to his students the 
that overtreatment is a problem and that they shou 
be extremely careful with regard to the treatment 
acute phases of any disease. 

Dr. Everett S. Latn, Oklahoma City: 
Commander Duemling has given a most 
and important review of a practical subject. 

In the discussion of this subject, Dr. Giln 
brought up a question about which we are 
more tomorrow; namely, the possible effect of so! 
radiation on malignant growths of the epitheliu: 
cently the report has come to me of the hig] 
of cutaneous malignant growths occurring in t 
who have been retained in the South Pacific 


eater 


because 


Lieutenant 


interesting 


or more years. Because of illness I have pe 

seen only a few returning soldiers. Already 

seen 2 cases of cancer of the skin in medica 

who had been in the South Pacific two years or ongét 
Aiter hearing Lieutenant Commander Dueling s 


report on the use of penicillin for pustular acn 
reminded to report a case of severe dermatitis 
formis in which I used penicillin. The pat: S 
veteran of World War I, with dermatitis herpet 


| 
| 
1 
{ 


DUEMLING—CUTANEOUS 
gradually grown worse from year to year. 
: sis has been confirmed by several of the 
sts here today, who have seen this patient 

various clinics. 
vy, I obtained permission to use penicillin 
I was encouraged to use penicillin because 
takes sulfathiazole almost by the handtuls. 
tely pours out 10 or 12 or 15 tablets at one 
allows them and tolerates them perfectly. 
the eruption within forty-eight to 
hours. Of blood count ts 
he does not take such a dose oftener than 


st clears 


course, his 


I have given this veteran 900,000 units of 
He began to improve within twenty-four 
Was approximately clear of all new lesions 
s. He has now been clear for a period ot 
weeks. Therefore, I do not know whether 
vement will be permanent. I report the case 
thers may be encouraged to try penicillin in 
es of dermatitis herpetiformis. 
New York: For years there has 
id deal of dispute, or at least misunderstand 
the term “tropical ulcer.” 


VARD Fox 


tenant Commander Duemling speaks of the tropi- 
lcers which he saw as being due to traumatism. 
textbooks on tropical medicine say that tropical 
s a definite entity due to Vincent’s organisms. 

\vres said, there is a great deal of confusion 


veen desert sore and tropical ulcer. Some _ phy- 
ins use the term “tropical ulcer” for all kinds of 
rs that occur in the tropics. 


should like to ask Lieutenant Commander Duemling 
ther he examined any of his patients for Vincent's 
inisms. 


xk. Joun G. Downina, Boston: I should like to ask 
tenant Commander Duemling one question. Were 
control tests for quinacrine hydrochloride made on 


persons: 

GrorceE M. Lewis, New York: There is still 

nsiderable lack of understanding and indifference 

ww the undergraduate medical students as to the 
isness Of this and related problems. 

takes the figures given in Lieutenant 

Duemling’s interesting paper, it is 

tl per cent of all the disabilities in the armed forces 

ers to ftungous disease. There is also a considerable 

; i cases in which the disease is not 

gh to warrant disability. 

t 1 a communication in The Journal of the American 

lssoctation (123:449 [Oct. 23] 1943) McCar- 

gave a picture similar to that which we have now 

I Lieutenant Commander Duemling. This 

he statement that most of the dermatoses 

embers of the armed forces are of the ordinary 

with “accentuation on the 


When one 


atte mmander seen 


I serious 


fungous diseases, 


symptoms due to service conditions. 
R . | like to agree with and emphasize Dr. Mit- 
ussion. It would seem important that in 


here should be determination of the organism 
if for no other reason than that not all the 
iseases acquired in the far corners of the 
be of the ordinary types. I feel that 
scases may be expected, and the dermatolo 
armed forces will have the first opportunity 


some 


m. 
nen was sent to me by Lieut. Comdr 

tgren from the Central Pacific area. It 

rest that I was able to grow Microsporon 

nis ; on this culture; this is a very unusual fungus 


DISEASES IN 


wn 


SOUTH 


PACIFIC 


in the United States although a tairly common one in 
the Orient One of fungous 
due to this 
this theater of 


may encounter Cases 


disease micro-organism among troops re- 


turning from War 


The question of prevention is important. I hope that 


Lieutenant Commander Duemling in closing will tell 
how he attempts prophylaxis. I know that Dr. How- 
ard Fox believes in the usefulness of plain talc, to 
which [I subscribe In my experience plain powder 
(purified tale U.S.P.), either fortified or not with 
jungicides, is an effective prophylactic agent. 

Dr. SamMuEL M. Peck, Bethesda, Md. The ques 


tion of the prophylaxis of fungous infections of the 
feet has been taken up in great detail by Dr. Hopkins’ 
committee of the National Research Council. 

I am that a foot 
much more efficacious than tale alone. More and more 
of the workers in the field of fungous infections have 
come to the conclusion that foot baths are not 
cious as a control measure against dermatophytoses 
[his is especially interesting in view of a recent study 
which my and I made (Dermatophytoses 
in Industry, ArcH. Dermat. & Sypu. 5:170 [Sept.] 
1944), which seems to indicate that shower room floor- 
ing plays a minor role in the spread of fungous infec- 
tions of the feet. 

Dr. CLinton W. Lane, St. Louis: I should like to 
ask if ointments containing sulfonamide compounds are 
being used as widely and indiscriminately by the medi- 
cal officers in the armed forces as by physicians in 
private practice and if proprietary sulfonamide oint- 
ments are issued to corpsmen for use without the 
supervision of a physician. 


convinced medicated powder 15 


ethca- 


associates 


Dr. Frep D. WeitpmMan, Philadelphia: May I ask 
whether aspergillosis of the ear has received attention, 
although it is on the borderline between the specialties 
of otology and of dermatology. I understand that this 
disease 1s a veritable scourge in the Canal Zone and 
in other places in the tropics. 

The otologists seem to have decided on cresatin- 
Sulzberger (metacresylacetate) as the best agent in 
treating this disease. On the strength of that, Dr. 
Frederic Glass and I conducted a survey of conditions 
of the feet of inmates in a penitentiary. We did not 
call it a study of dermatophytosis, because we did not 
want to narrow our considerations to fungous infec- 
tions. On a group of 100 convicts, over whom there 
was nearly perfect control, we conducted comparative 
tests using cresatin-Sulzberger, boric acid foot powder 
(10 per cent in powdered talc), ointment of benzoi 
and salicylic acid and three proprietary preparations, 
zephiran and pomeio (potassium mercuric 
and lodolate (iodocholeate). We found that 
cresatin-Sulzberger and boric acid powder were about 
equal in effectiveness. Incidentally, these tests 
conducted in the wintertime, and 
were eczematoid ones. It 
really fungicide is to be 
Sulzberger should be included. 

Although not all of Australia is in the tropics, it 
has a significance in tropical war areas. It should be 
remembered that one particular form of favus, namely 
there. This situation is 
“industry.” Mice make their 
handling the sacks the men contract 


namely, 
iodide ) 


were 
none of the lesions 
that if a 
cresatin 


severe appears 


active employed, 


mouse favus, is endemi due 


to the 
the sacks, and in 


wheat nests in 
the disease 

Habana, Cuba I should 
remarks about the paper by 


? ARDO-C ASTELLO, 


like to make a few Lieu 


tenant Commander Duemling, since I grew up among 


I can vouch 


Caribbean tropics 


all these diseases in the 


86 ARCHIVES OF DERMATOLOGY AND SYPHILOLOG) 


for the fact that the diseases that Lieutenant Com- 
mander Duemling has described trom the Pacific tropics 
are exactly the same as occur in the Caribbean tropics. 

I want to say, particularly, that I was pleased about 
the interpretation of the condition called “tropical 
ulcer.” I do not believe that there 1s one entity that 
can be called “tropical ulcer.’ I think that tropical 
ulcers are infected lesions resulting from trauma and 
mosquito bites and perhaps, as Dr. Fox has remarked, 
secondary infection of these lesions by Vincent's 
organisms. 

I want to remark also on scabies of the penis. In 
the Caribbean area, too, one observes many patients 
with scabies who have only one or two lesions on the 
penis. Though, of course, the patient complains of 
generalized itching, there are no typical lesions of 
scabies elsewhere—only one or two small lesions on 
the penis. 

I recall a case I encountered, in one of the New 
York hospitals, in Dr. Fox’s service. The patient had 
one small ulceration on the dorsum of the penis which 
would not heal. I suggested that it might be scabies. 
Of course, members of the staff were much surprised, 
because they had not considered such a_ possibility. 

The patient was asked whether there was any itch- 
ing. He said that he had experienced itching at night, 
but there was no other lesion than that small ulcer 
on the dorsum of the penis. 

\s I was sitting here listening to this discussion, 
I remembered that in another discussion of a similar 
kind many years ago I remarked before this Associa- 
tion about the absence of ringworm infection of the 
feet of persons who go barefoot. I want to mention 
that fact again. 

Perhaps Lieutenant Commander Duemling and_ the 
other members of the Association who have been in 
the tropics have made the same observation. For 


( 


instance, sailors on the coast or serving at the clubs 
go barefoot all the time. Their feet are always wet, 
and yet one does not see a case of ringworm of the 
foot among them. The same thing applies to the 
newsboys, who go With the dirt the 
mud and the wetness of the summer showers, one 
never sees the chronic type of ringworm of the foot. 
Although they might have pyoderma and_ secondary 
infections and lymphangitis, as Lieutenant Commander 
Duemling has described, one does not see the macer- 
ated form or the vesicular form of ringworm among 
these people 

Lieut. Compr. W. W.. DUEMLING, San Diego I 
am indeed grateful for your cordial and helpful dis- 
cussion. It has been a real privilege for me to meet 
with vou and renew old friendships after two vears in 
the Naval Medical Service. 

The point that Dr. Gilman mentioned about diet as 


i factor in acne vulgaris cannot be overlooked in the 


lads ot the Navy. I have personally seen them leave 
the mess, where they are well fed, and immediately pro- 


rorge themselves 


ceed to Ship's Service, where they 
hocolate bars. 

Heat rash, which has been a common problem in 
the South Pacific, has not come to medical attention 


in the ideal climate of southern California because the 


on pie and « 


rash has disappeared by the time the patient reaches 
the hospital. 


Dr. Mitchell's remarks regarding treatment 
treatment are timely, and I am convinced t 
results are obtained when treatment is bas 
acuity of the process rather than on the etiol 
I am constantly amazed at the splendid job 
men are doing, and, with the recognition 
training is limited but intensive, every effort 
to impress on them the principle that mild 
medication should be preparations of their { 
If they adhere to this dictum, one can be as 
they will not go too far astray. 

At the present time there is no mycolog 
laboratory staff; hence the jungous infections 
been thoroughly investigated culturally. D 


Dr. Mitchell’s observation of a lichen plar 
eruption in patients taking quinacrine hydri 
of interest, but to date such an eruption has 
to my attention. The cases reported here 
considered as of serious consequence when on 
them against the thousands in which the patient 
on the job because of suppressive therapy w 
crine hydrochloride. 

Relative to Dr. Ayres’s remarks about 
cystic acne, supplementary treatment was necess 
all cases, but the use of penicillin as a pri 
measure greatly reduced the number of sick 
the response to treatment was miraculous. 
treatment must be continued until every 
eradicated. 

The best method for the treatment of burns, 
open or closed, has apparently not yet been sett Negi 
A committee on the treatment of burns at t | 
Hospital in San Diego subscribes to the uss 
ings of hypertonic solution of sodium chlorid 
generous use of plasma and morphine to combat 

For small flash burns the closed method ot 1 rang 
ment offers definite advantages. But this qu 
still a matter of debate and perhaps will bh 
within the coming year. The recent exhibit 
Ernest W. Brown, of the Bureau of Medici 
Surgery, on the “Prevention of Burns in tl 
with the use of a protective ointment and certai 
ing offers the best answer to this problem 

I heartily agree with Dr. Lane that teacl 
constantly lay emphasis on avoidance of overtr 
because the mdnagement of a severe superim] 
matitis venenata means a wasteful loss of mat g 
and often a prolonged period of hospitalizats 

Recent published reports seem to be in ag! 
with my observation that tropical ulcers are n 
dent on any one organism, but the ulcers are usu - 
contaminated with various organisms. 

In the Navy no attempt is made at mass 
measures to control fungous infections, but 
placed largely on personal prophylaxis. 

Aspergillosis of the ear has been an impor 
of disability in personnel on duty in tropical 
have read the reports of various activities 


suggestions for the treatment of this trouble 101 
ease. The best results have been predicated on | 
use of powders (sulfanilamide, sulfathiazole a \ 


peroxide) and keeping the ear canal dry. 

In my hands the use of sodium .propionat« 
cent in tale and 8.26 per cent in normal prop) 
in aqueous solution) has produced good resu 


| 


VINCENT’S 


DISEASE 


THE 


SKIN 


ALBERT STRICKLER, M.D. 


Director, Hersch-Razel Research Foundation, and Medical Director, The Skin and Cancer Hospital 


PHII 


s a report of the case of a patient suf- 
m Vincent's disease, with lesions atfect- 
eet, the corners of the mouth, the gums, 
ngue and the tonsillar and pharyngeal 
Vincent's infection of the gums in its 
form is regarded as fairly common. 
rms affecting the gums and the tonsil- 
pharyngeal tissues and even extending 
bronchi and lungs have been recorded. 
neous lesions due to fusospirochetal infection 
heen encountered but in only a compara- 
few imstances. 
interesting series of cases of acute fuso- 
etal angina is that of Goldman and Kully,’ 
reported 7 its 
es with lesions of the buccal and pharyn- 
ucous all of 
lwo of the patients had positive serologic 
ns, while 3 had cutaneous 
from erythematous patches to bullae 
Direct examina- 


cases of occurrence 1 


membrane, which were 


lesions, 


iting in shallow ulcers. 
material from these lesions failed to show 

esence of the specific symbiotic organisms. 

regard to the positive serologic reactions, 

uthors stated that in persons with Vincent's 
se the Wassermann reaction is negative and 
sitive only when an associated factor 1s 
Perry * reported 3 instances of Vincent's 

ena with an erythema multiforme type of 
(uilman’s * patient presented Vincent's 

of the umbilicus associated with pemphi- 
developed two 


Munker- 


dvaris. The condition 
iter an attack of sore throat. 
scribed a pemphigoid cutaneous erup- 


e Skin Clinic of The Skin and Cancer Hos- 


man, L., and Kully, H. E Fatal Fuso- 
\ngina: Report of Seven Cases, J. A. M. A. 
161: 35 ly 29) 1933. 
- W.:) Vincent’s Angina, Internat. Clit 
4:52 1924, 
R. L.: Case of Vincent's Infection of 
\ssociated with Pemphigus, Arch. Dermat 


23:556 (March) 1932. 


kerren, E.: Durch Spirillen und Bakterien 
lene ulcerOs-gangranose Entzundung der 
imhaut begleitet von einem Pemphig. Haut- 


Zentralbl. f. 


Haut- u. Geschlechtskr. 41:73], 


ADELPHIA 


Shulman re- 
corded an instance of Vincent’s infection of the 
nose in a child 3 years old, with a persistent 
sanguineous mucopurulent and a 
greenish membranous slough. The disease was 


tion in a patient with angina. 


discharge 


associated with Vincent’s infection of the gums. 
There were cervical adenitis and moderate con- 
stitutional symptoms. 


REPORT OF A CASE 


W. H., a white man aged 23, reported to the clinic 
ot the Skin and Cancer Hospital, complaining that his 
feet had been painful for the past two months. Walking 
was difficult, and the feet stung whenever anything 
touched them. There was a pronounced fetid odor from 
the feet when the patient removed his stockings. Objec- 


brownish discoloration of the toe 
evidence of a previous application of potassium 


and 


there 


1 
tive 


nails, 


were 


permanganate, swelling of the paronychial tissue, 
purulent discharge and loosening of the nails from the 
nail bed. On the left foot between the second and third 
interspaces there was an ulcer beginning at the base of 
the affected toes and extending 2 cm. toward the 

the The was oval, circumscribed, 
ier firm and not deep, and the base was covered with 
and The re- 
interspaces showed crusting and desquamation. 
The plantar suriaces were without abnormalities. There 
both the plantar and the 


free 


ends of toes. ulcer 
ratl 
pale granulations 


seropurulent exudate. 
maining 
Was excessive perspiration of 
palmar surfaces. 

The wed slight fissuring. At 
the commissures, especially on the leit side, there 
ulceration, linear in f 
with papillary 


hissures 


lips were dry and _ she 
was 
rm, with an infiltrated border and 
the cutaneous The 
the mucous membrane, and the 
The gums 
exudation was 


lesions on surface. 
into 
simulated that of perleche. 


painful and reddened; 


extended 
picture closely 


were swollen, 


5. Shulman, H. I.: Vincent’s Infection of the Nose, 
Am. J. Dis. Child. 36:352 (Aug.) 1928. 


7 Fig. 1—Vincent’s infection at interspaces of the toes. 
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present, and salivation was excessive. The tongue pre- a moderate number of Vincent's spirilla an 
sented fissuring, with areas of denudation irregularly bacilli. Organisms were not observed in the 
distributed. The tonsillar and the pharyngeal mucosa and paronychial tissues. An attempt to cultur 
were reddened and congested. Spirillum was unsuccessful. 
The patient was a young white man who appeared to The urine was normal. A blood count w 
be in good health Aside from an attack of diphtheria except for leukocytosis; the sugar and ure 
in early life, he knew of no illness except the present were within normal limits. The Wasser: 
ailment. Physical examination showed no abnormalities Kahn reactions of the blood were strong) 
except adenopathy of the cervical, submaxillary and (4 +); the spinal fluid reacted negatively t 
inguinal lymph nodes. including the Wassermann and the colloidal 
Treatment.—The local treatment consisted 
cation of sodium perborate to the feet and 1 
| neoarsphenamine in glycerin to the gums. 7 
in doses of 1 cc. was administered intramuscul 
weekly for four weeks. 
| The patient remained in the hospital for thir 
days and was discharged with the feet free 
As the patient disappeared from observation, 1 
| tional light can be shed on his positive serologi 
actions, and it is most unlikely that the Vi 
| infection -could have produced the strongly 
Wassermann reaction. 
Fig. 2.—Vincent’s infection at commissures of the A patient was observed with Vincent's inf 
mouth. tion of fairly generalized extent. The cutan 


lesions on the feet were associated with a mog 

Laboratory Studies. Direct examination of the various pronounced fetid odor, a characteristic em 
cutaneous lesions for Vincent’s organisms was made, : 

sized by Sutton in his description of this clini 
with the following results: In the gums were observed 
a large number of Vincent’s spirilla and fusiform bacilli; entity. The positive Wassermann reaction 
in the tonsillar and pharyngeal areas, a moderate number the blood is to be regarded as an incidental 
of the Vincent symbiotic organisms ; in the commissures servation. 
of the mouth, a moderate number of symbiotic spirilla 
and bacilli, and in the lesion of the interspaces (ulcer), 327 South Sixteenth Street. 
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LUPUS 
TREATMENT WITH 
CAPTAIN LAWRENCE 
MEDICAL CORPS, ARMY 


discoid lupus erythematosus has been 
It is not the purpose 
Is paper to the 
be any or all of these procedures but it 1s 


many methods. 
review literature or to 
irpose to submit a report on the results of 
log py with biweekly injections of small doses 
ee enarsine hydrochloride (mapharsen }. 
the past twenty months, 21 patients 
yeh chronic discoid lupus erythematosus have 


o studied and treated, and the results have 
ane st encouraging. The use of small doses 
ienarsine hydrochloride in the treatment 

a this disease was first suggested by Sulzberger ’ 
re several occasions since, its use has been 

tioned by Wise? in the transactions of derma 
tal : 


ARCHIVES OF DERMA 
stated that 
ed oxophenarsine hydrochloride with excel 


societies the 
\ND SypHILOLoGy. Hyman 


kent results for 16 patients with chronic discoid 


thematosus, some of whom had previ 


been treated unsuccessfully with gold 


thiosulfate. Baer * used oxophenarsine 

loride in treating a patient with chroni 

upus erythematosus which had dissemi- 

nd considered the response better than 
previous therapy. 

nce observation during modified inten- 


both 


ind chronic discoid lupus erythematosus 


rsenotherapy of a soldier having 
me to use oxophenarsine hydrochloride 
tter disease. The lesions of lupus ery 
us cleared rapidly, and, in order to 

whether this was merely coincidental, 
tients were given oxophenarsine hydro- 


19 of them 


Each 


one patients were treated ; 
te persons, and 2 were Negroes. 


D. M.; Sulzberger, M. B., and Liv 

‘.: Manual of Dermatology, Philadelphia, 
rs Company, 1942, p. 271. 

in discussion on Klumpp, M. M.: Lupus 

\rch. Dermat. & Syph. 50:135 (Aug.) 


L..: Lupus Erythematosus Disseminatus 


Arch. Dermat. & Syvph. 49: 


lapharsen ) 


OXOPHENARSINI 


OF THE 


ERYTHEMATOSUS 


HYDROCHLORIDI 


GOLDBERG 


UNITED STATES 


patient, except 1 of the Negroes, had a definite 
lustory of sensitivity to light, severe cold, heat 
or biting wind. Sixty per cent of the patients 
had had their disease before induction, and the 


{ the dermatosis 1n 20 cases 


average duration « 


was about forty-seven months. The remaining 
patient was an officer who had had the disease 
for twenty-two years. In all but 3 patients the 
dermatosis was contined to the scalp, face, nose, 
ears and neck; the 3 had lesions on their arms 


1 
Well. 


and back as \ll but 1 patient were men, 
and im none were there any constitutional dis- 
turbances, such as arthritis, fever, loss of weight 
or pains in the chest. 

Oxophenarsine hydrochloride was given  bi- 
weekly by vein in doses of 0.02 Gm. in 4 ce. 
of distilled water, an amount chosen arbitrarily 
for its stimulating etfect. At no+time were there 
any untoward symptoms. Improvement seemed 
to take place almost immediately; the patients 
definitely noticed it after the second injection, 
The 


ten; the range was from 6 to 16. 


average number of injections given was 
Four patients 
but 


returned to normal after treatment was discon- 


had increased sedimentation rates, these 
tinued. 

The first objective condition to disappear was 
the erythema; this was followed by the disap- 
pearance of the scaling. The pigmentation was 
last to 


it persisted particularly in the Negro 


the decrease, but it never disappeared 
entirely ; 
patients. Scarring was not affected; in 1 pa- 
tient, however, plastic surgical treatment accom- 
plished a remarkable result. It was impossible 
to determine whether any diminution in sensi- 
tivity to light or physical agents occurred, since 
none of the patients were kept under observation 


longer than sixty days 
i 


One patient with acute disseminated lupus 


erythematosus, unatfected by large doses of peni- 
cillin, died before oxophenarsine hydrochloride 
instituted. 


171 1 
treatment couid be 


AND CONCLUSIONS 


Twenty-one patients with chronic discoid lupus 
erythematosus, 19 of them white persons and 


RQ 


f 
n, A. B., in discussion on Baer,* p. 152 SUMNMARY REET: 
44. 
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2 Negroes, were seen in a period of twenty Patients were not observed long e: 
months. All were treated with biweekly injec- determine whether any diminution in s 
tions ot 0.02 Gm. of oxophenarsine hvdrochlo- toa physical agent, such as light, cold 


ride, with uniformly good results. The average ¢Xtreme heat, took place. Though thi 
number of injections given was ten, and improve- 0! treatment has not been attempted 


patients with acute disseminated S 
ment was usually noted after the second injec- 
. - tosus, it 1s hoped that it mav be tri 
tron. erythema and scaling were the first signs 
to disappear. Pigmentation, more prominent in ‘ : 

Note.—Since this paper was written, 10 ad 


the Negro patients, decreased last but did no 
lid not tients with chronic discoid lupus erythematosu 
disappear completely. ocarring was unattected. treated by this method with good results 


‘ 
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ERYTHEMA 


F A CASE OF SEVERE ERYTHEMA 


{ 


MULTIFORME 


MULTIFORMI WITH INVOLVEMENT OI THE 


MUCOUS MEMBRANES TREATED WITH PENICILLIN 


H. C. ROBINSON, M.D 


GRAND RAPIDS, MICH 


erythema multiforme with involvement 


nucous membranes has often gone un- 


d 


or has been reported under different 


\merican interest seems to have been 


} 


wv the report of 2 cases in 1922 by 


ns and Johnson! of what they believed to 
previously unrecognized clinical entity. 


a\ 


it time cases of the disease under various 


e been reported by Wheeler,? Ruther- 


Smith,t Bailey, Ginandes,® Chick and 


berger,’ Edgar and Syverton,* Ageloff,’ 


and Murphy.’! In 1944 Lever’? re- 


Stevens, A. M., and Johnson, F. C.: New Erup- 
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ported 2 cases and thoroughly reviewed the 
literature. His discussion has tended to clarify 
the situation, and it is to be hoped that in the 
future students will recognize the entity, rela- 
tively rare and rarely fatal but occasionally lead- 
ing to loss of vision. 


REPORT OF CASE 


History—PB. T., a schoolboy 15 years old, entered 
the hospital on the fifth day of definite illness, com 
plaining of a sore mouth. 

For a few days prior to the onset of acute illness he 
was “unduly fatigued and easily upset emotionally.” 
His initial complaint was of a sore throat and mouth, 
with loss of appetite followed by repeated vomiting 
The second day the local physician was called and re- 
ported nausea and vomiting. His temperature was 
103.6 F., and the pulse rate was 120 per minute. The 
gums were edematous, and there were plaques on the 
tongue and posterior pharyngeal wall. The auditory 
canals were red. Swallowing was difficult. On the 
third day he was given 1 Gm. of sulfadiazine every 
three hours and a mouth wash of sodium perborate 
On the fourth day he seemed apathetic, and the fever 
and other symptoms persisted. On the fifth day he 
entered the hospital 

There was a past history of measles, mumps, chicken 
pox, whooping cough, pneumonia, infantile paralysis and 
streptococcic infection of the throat. The tonsils had 
been removed. -He had suffered a fracture of the left 
clavicle and humerus. 


The history of the systems was not abnormal 


Physical Findings and Course —Physical examination 
at the time of his entry revealed an acutely ill, drowsy 
but mentally clear boy, who was well nourished and 
developed except for partial atrophy of the muscles 
about the left shoulder, with some limitation of motion 
This resulted from the poliomyelitis. The findings were 
otherwise normal throughout except for enlarged cer 
vical lymph nodes, injected conjunctivas and lesions of 
the mucous membrane of the mouth. 

The lips were dry and cracked and crusted with 
brownish yellow exudate. There was free salivation 
The buccal mucosa, the palate and the dorsal surface 
of the tongue were injected and covered with glistening 
creamy white vesicles, varying in diameter from 2 mm. 
to 1.5 cm. The gums and pharyngeal wall were red 
and swollen but not covered with the vesicular lesions 


12. Lever, W. F.: Severe Erythema Multiforme 
Report of Two Cases of Type Ectodermosis Erosiva 
Pluriorificialis, with Development of Cicatricial Con 
junctivitis and Keratitis in One Case, Arch. Dermat. & 
Syph. 49:47-56 (Jan.) 1944. 
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The temperature was 105.4 F.; the pulse rate, 105, 
and the respiratory rate, 26 per minute. The urine 
Lowed a 3.olus reaction for albumin. and an oecasional 
snowed a . reaction for aibumin and an oecasional 


i 
The red blood cell count was 4,880,000. 
The hemoglobin content was 16 Gm. The white blood 
I] 10,000, with O& per cent neutrophils, 29 


granular cast 


cell Count Was 


per cent Iymphocytes and 9 per cent monocytes. The 
| sulfadiazine level was 14 mg. per hundred cubi 
centimeters smear of material from the gums showed 


lls, a few fusiform bacilli and a moderate 


Durit tures of material 
from th phylococcus aureus 
as the predominating organism. Three cultures of 


vere sterile alter seventy 
antibody agglutinins for sheep cells 


titer of 1 to 40 The 


were present in a 


Kahn reaction of the blood was 


On the tenth day of illness the urine was normal. 
The red blood cell count was 4,120,000; the hemoglobin 
] 


blood cell count, 4,200, 


with 56 per cent neutrophils, 39 per cent lymphocytes 


content, 14.8 Gm., and the white 


and 4+ per cent monocytes 
During the second day of hospitalization the patient 
became mentally disoriented, restless and noisy. The 


taking of food, 
He had 


smal 


drink or medicaments induced vomiting. 
involuntary liquid stools. At this time 
lesions noted at the junction of 
The abdomen 


many 


bullous were 


the rectal 
generally and moderately distended. He 
His temperature range between 
106.5 F., rate of 120 
respiratory rate of 20 to 30 per minute. 


skin and mucosa. was tender 


had repeated 


continued to 


Chilis. 


105.5 and with a_ pulse and a 


During the next three days no improvement was 


noted in his condition (which was extremely critical ) 
except that eight after the penicillin 
was started (20,000 units every three hours) at the end 
there 


hours use of 


of the seventh day of illness, was a sharp drop 


in the temperature to 101.2 F. and the pulse rate fell 
to 110 per minute. 
On the eighth day there was evident coalescence of 


the lesions in the mouth and beginning rupture of the 


vesicies 

On the ninth day of illness a fine macular eruption 
developed over the trunk and extremities, which was 
more pronounced on the ventral surface. It was not 
pruritic. Improvement was first noted late on the tenth 


day of illness, when the patient was able to retain food 
He was rational on the eleventh day. 


DERMATOLOG} 


AND SYPHILOLOGY 

By the twelfth day the rash was gone excerpt 
lower abdominal wall. All the vesicles on 
surfaces of the mouth had ruptured, and tl 
was healing. The lips were dry a 
areas in the midline on the lower 
the leit labial angle, which were 
took a soft diet and had a good day but was 


surtace 


except for 


ulcerated. 


He sat in a chair on the twenty-first day, | 
stool on the twenty-second day and went | 
twenty-third day of illness, with normal te 


The rash on the body was gone, and the bu 
membrane and tongue were practically fre 


tion. 


The the fami! 
betore the patient’s entrance to the hospital, 

noted, consisted of the administration of s 
and the 


upportive 


Treatment.- treatment by 


sodium perborate as a moutl 
After hospitaliz 
help was resulting from s 

On a purely e ' 


use 
measures. ation 
that no 


Was 


evident 
and its 
basis, penicillin was given intramuscularly for 
at the rate of 20,000 units every three hours a: 
four hours ior one day. A total of 76 
Other therapy was 


use discontinued. 


every 
of penicillin was given. 
and symptomati 

COMMENT 


This case presented nothing not mention 
the literature of the past twenty-five year 
outstanding note were the almost complet 


volvement of the buccal mucosa, the tongu 
the lips, the continuous diarrhea and vor 
which created an acute problem in fluid bala: 
body chemistry and nutrition, the sever 


orientation and the appearance of imminent d 
which lasted for days. 

The dramatic drop in temperature and 
rapidly ensuing recovery after the start of 
cillin therapy seemed sufficiently significant 
warrant reporting the observation. 


SUMMARY 


In a case of severe erythema multiforme tr 
ment with penicillin seemed to be effective 
initiating recovery. 
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OKLAHOMA 


w medicine for general use which has 
ive values attributed to penicillin and 
complete lack of reports of reactions 

es a new agent for the treatment of many 
the that is attached to 


es. without fear 


se of the more toxic benzene ring deriva- 


wh as the sulfonamide 
ine and others. 

vever, Jadassohn, Schaaf and Sulzberger 
collaborators found that the products 
were capable of producing anaphylactic 
guinea pigs and found that the uterine 

a guinea pig (Schultz-Dale reaction) 
They 


yunds, 


sensitized by these extracts.° 
also able to elicit immediate reactions in 
us sites passively sensitized by a previous 
of serum containing Prausnitz-Kust- 
tibodies to tricophyton, 
he use of the Schultz-Dale phenomenon 
nvestigators found that the extracts pre- 
om various species of dermatophytes 
ved a common antigenic factor. It is 
ascertained fact that all extracts of the 
yeetes contain, in addition to the allergic 
ns peculiar to each particular species, a 
allergenic principle common to and 
of all. 
atologists who are cognizant of the many 


sive reactions from fungous toxins, such 


us eruption of the hands and feet, gen- 
“ids,” erysipelas-like trichophytic mani- 


ns and many others, have watched with 


est those patients who were being treated 


he new drug penicillin. 
sites in which the fungi usually manifest 


selves have been carefully and frequently 


ned for evidence .of any change in local 

sistance or of allergic reactions to the 
yphomycetic allergin in penicillin. 

heen my opportunity to observe 2 cases 


almost identical reactions occurred 
ny tie administration of penicillin. 
hn, W.:; Schaaf, F., and Sulzberger, M. 


Schultz-Dalesche Versuch mit Tricophytin, 
11:857, 1932. 
hn, W.; Schaaf, F., and Wohler, G.: Anal- 
site Antigens by the Schultz-Dale Technic : 
perimental Analysis of Trichophytins, J. Im- 
32: 203, 1937. 


ADMINISTRATION OF PENICILLIN 
CITY 

REPORT OF CASES 
Case 1—L. R., a white man 23 vears old, was first 


seen by me on July 3, 1944. He reported that on May 1, 
1944, because of a severe impaction, he had had the 
lower right third molar removed. Within twenty-four 
hours after its removal, he noticed swelling and pain 
in the right mandibular area, which was controlled by 
sulfadiazine orally in doses of 60 grains (4 Gm.) daily 
After three weeks of sulfadiazine therapy treatment was 
discontinued, and there was a relapse of the infection 
ot the jaw. The patient resumed taking sulfadiazine, in 
30 grains (2 Gm.) daily, but this time there 
tumor mass. 

Examination hard, indurated swelling of 
the right submanillary area at the angle of the mandible, 
about 2.5 cm. in diameter. Smears of material from 
this lesion revealed soft granules, which consisted of 
pure mats of radial filaments the size of actinomycetes 
but without the Later, the typical sulfur granules 
of actinomycosis were found. A 
mycosis was made. Penicillin therapy was started imme 
diately, with filtered roentgen rays administered locally. 
Penicillin in doses of 12,500 units was given every three 
hours, with some improvement, but new areas developed 
above and below the On the fifth day, after 
400,000 units had been administered, the patient com- 


dose S 
was no change in the 


revealed a 


clubs 


diagnosis of actino 


lesion. 
vesicular eruption on the genitals and on 

This vesicular eruption spread 
The itching 


plained of a 
the webs of the fingers 
to the crural region and about the scrotum. 
Was severe. 

A diagnosis of scabies was made, and benzyl benzoate 
emulsion was applied three times with no improvement. 
Local applications of calamine lotion and hot packs of 
solution of boric acid were applied but failed to check 
the eruption. The eruption about the fingers changed 
It first resembled a dyshidrotic type of fungous 
reaction, But as it progressed, the eruption evolved 
into eczematous-like patches between the fingers and on 
the dorsa of the hands. In the crural region there were 
a coalescence of the vesicles and a 
maceration about both sides of the scrotum, similar to 
severe tinea cruris. Sensitivity to penicillin was sus- 
pected, and the use of the drug discontinued. 
Within twenty-four hours after the use of penicillin 
had been discontinued, the eruption was exfoliating and 
the itching had ceased. Further questioning revealed that 
the patient had never had dermatophytosis of the feet 
or any crural infection from fungus. 

Intradermal tests with 0.1 cc. of penicillin (500 units) 
revealed no immediate reaction or any after 
ninety-six hours. An intradermal test with trichophytin 
(1: 30 dilution, 0.1 cc.) elicited a negative reaction, but 
an intradermal test with oidiomycin (0.1 cc. of a 1: 100 
dilution) was strongly positive in forty-eight 
Cultures of material from the areas were negative for 
fungi. 

A specimen of the urine showed a few leukocytes and 
crystals. Complete blood counts were normal with the 
exception of an increased white cell count of 11,690. 

Six months following the acute dermatitis and the 
facial actinomycosis, both of which were completely 


rapidly. 


large area of 


Was 


reaction 


hours. 
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cured, the patient returned with a recurrence of the 
marginated pruritic eruption in the crural region, typical 
of tinea cruris. Microscopic examination of scrapings 
of skin from the lesions revealed hyphae which were 
typical in size and shape of those produced by pathogenic 
fungi. Cultures on Sabouraud’s agar revealed a growth 
in twelve davs of white fluffy colonies, which later 
turned slightly buff colored. These colonies were sug- 
gestive of Tricophyton gypseum, but the fungus was 
identified by Dr. Chester Emmons, mycologist of the 


4 


Fig. 1.—Eruption in the crural region with macerated 


area on the left side of the scrotum (case 2). 


United States Public Health Service, Washington, D. C., 
as Corethropsis. Roentgen ray irradiation and local 
therapy promptly cleared the infection. 

This case resembles the second case presented 
by Graves, Carpenter and Unangst,* in that the 
patient did not react to the intradermal test with 
penicillin. The eruption in this case may have 
resulted trom toxins liberated from the actino- 


the penicillin trom sucn 


an alteration in the local immunity at the site 
of the eruption, since the extract of 1: 100 dilu- 
tion from Moniha albicans elicited such a high 
degree of response that a monilial infection 
resulted locally, even though cultures were nega- 
tive for the organism. With the recent appear- 
ance 


§ dermatophytosis in the crural region, 
a loss of immunity to fungous organisms seems 
to be more probable. 

Case 2—M. T., a white man 36 years old, was ad- 
mitted to the hospital for fever therapy. He had been 
treated for syphilis for 


me and a half vears with the 


3. Graves, W. N.; Carpenter, C. C., and Unangst, 
R. W.: Recurrent Vesicular Eruptions Appearing 
During Administration of Penicillin, Arch. Dermat. & 
Syph. 50:6 (July) 1944. 


routine type treatment 


ILOLOGY 


of alternating courses 


cals. and bismuth preparations, which ha 


produce a reversal of 


the Wassermann react 


blood. The Wassermann reaction of the 


was positive. After 


perature above 102 F. 


thirty-two hours of fe 
) penicillin therapy 


with 12,500 units given intramuscularly « 
hours. After two doses were given, the pat 


a vesicular eruption ¢ 
toes, on the penis and 
was nq right testicle; 


were limited to the lef 


n the webs of the 
on the left inguinal ar 
hence the small vesic 


t side of the crural re; 


drug was continued for four days, and _ the 


came so severe that 1'% 


grains (90 mg.) of 


bital sodium and 4% grain (30 mg.) of cod 
failed to give more than a few hours of relic 


The patient gave a | 
feet, but no diagnosis 
made, although he adr 
in the crural region a 


Examination at this time showed af area oi 


and maceration about 
diameter with a dema 


ustory of dermatophyt 

of tinea cruris had 
nitted he had had so: 
nd itching at times. 


the left crural regio: 


reated border. thi 


this large area there remained a roll of tissu 


mm. in width, which was a part of the epitl 


of the large bulla. 
hydroxide preparations 


This was removed i 
and for culture. The 


covered with numerous vesicles and papule 


were a few in the rigl 
toes there was a moist 
erythema spreading ou 
the webs of the toes. 


it inguinal region. Pe 
denuded area with a 
t on the dorsa of the 


The eruption was simil 


erysipelas-like dermatophytosis. He also had 


eruption between the fingers, which was vesicul 


spreading erythema on 


the dorsum of the hat 


was a mild erythematous, urticarial eruption 
rmal test was perforn 


forehead. An _ intrade 


0.1 cc. of freshly prepared penicillin contain 
units. In thirty minutes there was a wheal 


about the site, about 2 cm. in diameter, whi 
faded. In sixty hours there developed a vesicl 


Fig. 2—Raw denuded areas between the tues 


an erythematous base at 
with 0.1 cc. of a 1: 30 di 
and 0.1 cc. of 1: 100 di 


the site of the injecti 


lution of trichophytu 
lution of oidiomyci 


failed to elicit any response. As a contri 


patients were given intrz 
of penicillin, and no reac 


idermal injections 0! 
tion was elicited 1 


Microscopic examination of the root 


from the crural region 
solution of sodium hydr 
fungi of various shapes. 


when dissolved in 1 
yxide revealed numer« 
Several long hyphae ‘ 


re A t 
| 
— 
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in size and shape were typical of those 
pathogenic fungi. Cultures on Sabouraud’s 
iiled to reveal any growths after four weeks 


n blood agar plates revealed the presence 
lococcus aureus and hemolytic streptococci. 
od showed no growth in five days. Com- 

counts were within the normal range. The 

$5 reaction of the blood was repeatedly posi- 
h at the time of discharge the Wassermann 
T lesiog the spinal fluid was negative. Urine speci 
ed no sugar and no albumin. The fasting 
evel was 105 mg. per hundred cubic centi- 


tus abated promptly aiter penicillin therap) 

but the eruption did not clear until ten 
Treatment consisted of local therapy with 
us solution of gentian violet medicinal, 
calamine lotion and baths in a weak 
1 permanganate (1: 15,000). 


s of 


COM MENT 


raves, Carpenter and Unangst have re- 
- | 2 cases in which an eruption of a recur- 
sicular nature occurred during the ad- 
tion of penicillin. They suggested that 
manifestation of sensitization to peni- 
to the contained substances employed 
manufacture. This concept is probably 
rect one. They also considered that the 
siform lesions might result from toxins, 
| by foci of infection, to which the patient 
sensitive. There is the possibility that 
ctors enter into the cause of the reac- 
ae sons. There should be considered the possibility 
iteration of the local immune factors in 
is. of skin which harbor other fungous spores, 
ng them to become active. In the secona 
esented I was able to find numerous mosaic 
ind a few true hyphae, although cultures 
reveal any growth of pathogenic fungi. 
fact that the eruption in both cases was 
as favorable to the growth of fungi, 1. e. 
ral region and the webs of the toes and 
seems to favor some alteration of local 
balance. 
esiculobullous reaction at the site of the 
of 1,000 units of penicillin in case 2, 
seemed to bear out the original con- 
iraves, Carpenter and Unangst.' 


the allergic principle may be 1s a matter 
ture. Bloch, Labouchére and Schaff 
ssohn and collaborators, in their studies 
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ivsaccharide fractions of various strains 
concluded that they still represented 


and Schaff, F.: Ver- 
chemischen Characterisierung und Rein- 
des Trichophytins (des aktiven antigenen 
ithogener Hautpilze), Arch. f. Dermat. u. 

148:413, 1925. 


Labouchére, A., 
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a complexity of different allergenic and par- 
tially antigenic properties. Some of these hap- 
tens were able to produce specific sensitivities. 
I am led to believe that the allergenic principles 
in penicillin are in all probability a polysaccharide 
fraction. 

One further case of allergy to penicillin has 
been reported by Criep.’ His patient showed 
an acquired sensitivity to penicillin analagous 
to drug or serum allergy. The patient exhibited 
an urticarial reaction as soon as the injection 
of penicillin was made. The reaction continued 
until the penicillin therapy 
Precipitin tests with the patient’s serum and 


was discontinued. 
penicillin elicited positive reactions, while tests 
with control serums elicited negative reactions. 

The following principles were concluded from 
the observations made during the administration 
of penicillin: 

1. Patients selected for treatment with peni- 
cillin should be carefully questioned about pre- 
vious reactions to fungi, such as bullous eruption 
of the hands and feet caused by fungi, severe 
eczematous “ids” or others of the more severe 
manifestations of a mycotic nature. 

2. Patients reporting reactions to fungi should 
be tested with from 500 to 1,000 units of peni- 
cillin intradermally. If a bullous lesion appears 
at the site of injection, extreme caution should 
be used in the administration of the penicillin. 

3. If a history of chronic fungous infection 
is elicited, during the administration of penicillin 
great care should be given to the areas subject 
to mycotic infection: baths in a weak solution 

15,000), thor- 
and 


of potassium permanganate 


ough drying after bathing use of a mild 
dusting powder, consisting of 10 parts of boric 
acid, 45 parts of tale and 45 parts of zinc oxide 
powder, locally about the genitocrural regions 
fingers and toes. 


and between the 


SUMMARY 


Two cases of vesicular eruption to penicillin 
occurred. Neither reaction was of serious con- 
sequence except that discontinuance of the drug 
became necessary because of extreme pruritus 
from the eruption. 

Suggestions for the prevention of such reac- 
tions in the future include careful questioning of 
patients regarding previous reactions to fungi, 
administration of an intradermal test with 500 to 
1,000 units of penicillin and special local care of 
areas subject to mycotic infection. 

5. Criep,, L. 
126:429 (Oct. 14) 
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[ontophoresis, the introduction of ions of elec- 
trolytic salts into the tissues of the body for 
therapeutic purposes by means of the galvanic 
current, was developed as a method of treatment 
during the latter part of the nineteenth century. 
The experiments carried out with iontophoresis 
in animals and in human beings by Leduc at 
the turn of the century helped to create new 
applications in this field of therapy.’ Since its 
introduction, this procedure, also referred to as 
medical ionization or ton transfer, has been tried 
in the treatment of almost every accessible sur- 
face tissue in the body, notably in the eyes,’ 
the nose,* the ears,* the skin,® the teeth® and 
From the Venereal Disease Research Laboratory, 
United States Marine Hospital, Staten Island, N. Y. 

This article has been released for publication by 
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genital tissues.’ Notwithstanding the long pe: 
of clinical trial, the value of iontophoresis 
method of increasing the penetration of the; 
peutic substances through the intact  surig 
membranes of the body has continued to ren 
a matter of dispute. 

In the case of organic salts, the physiol 
reactions evoked in the body by their intr 
tion into the tissue provide a measure oj : 
degree of penetration attained and of the effi 
of iontophoretic treatment. Early in the inves 
gations of this procedure, Leduc described : 
passage of lethal amounts of strychnine 
of evanides through the intact skin of ral 
by iontophoresis. Many organic compouw 
have been successtully applied therapeutical: 
this method of treatment and their use int 
way has been reported in the literature. An 


these are atropine and scopolamine,® epinephrit 


physostigmine,’ histamine 


procaine,'! 
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PEREYRA—PENETRATION WITH 
More recently, the sulfonamide com- 

and the sodium salts of penicillin have 

been introduced into the eye by iontophoresis.’ 

x penicillin has been found to migrate 

irough human skin and mucous mem- 

der 


, the influence of the galvanic cur- 
\Vithout 


the the ol 
salts may 


current, amounts 


se organic which be introduced 
hody are comparatively small. 

case of the inorganic salts of metals, 
have been used extensively in the past 
phoretic treatment, the evidence in sup- 
an increased penetration of body tissue 
Suri. these metal ions through the use of the gal- 
current has not been convincing. Inas- 


is many of these metal salts may be 


sic In tissue sections by special staining 
tr reactions, a proper evaluation of the penetra- 
of th—fton of tssues by such salts with iontophoresis 
reasonably require their demonstration 
vest ‘hin the treated tissues. A review of the litera- 
n this subject fails to reveal substantial 
ence of penetration of surface tissues by these 
a Brctal salts through use of the galvanic current. 
in a critical examination of the subject, 
attention to the limited penetration of 
superficial epithelium in surface membranes 
has been observed after iontophoresis 
netal salts. Turrell’* spoke of the fallacy 
leep ionic medication. The Council of Physi- 
il Therapy of the American Medical Associa- 
Kotkis, A. J., and Belchionna, R. H.: Physio- 
ot Acetyl-B-Methylcholine Chloride by 
Preliminary Report, Arch. Phys. Ther- 
16:528-533 (Sept.) 1935. Craig, R. L., and Kroff, 
eatment of Acute Inflammatory Masses of Tubal 
(ingin by Jontophoresis with Acetyl-B-Methylcholine 
with Report of Ninety-Four Cases, Am. J. 

& Gynec. 45:96-102 (Jan.) 1943. 
G., and Chinn, H.: Distribution of 
Sultonamide in the Eye, Am. J. Ophth. 23:816-817 
Juctior v)' 1940. Epltheyn, V. E.: Ion Transfer of Sulfa- 
ine in Pneumococcic Ulcer: Preliminary Report, 
tnik oftal. (nos. 5-6) 19:30-34, 1941. Clark, W. G.: 
Di trakos E. A., and Nordlum, C.: Penetration of 
les Through Intact Skin by Iontophoresis 
er Means of Local Application, Proc. Soc. 
iol. & Med. 50:43-48 (May) 1942. von Sall- 
Suliadiazine Iontophoresis in Pyocyaneous 
of Rabbit Cornea, Am. J. Ophth. 25:1292- 
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COPPER BY 


in concluded that the inability to 


demonstrate penetration of metal ions in tissues 


tion 


treated with metal salts by iontophoresis may 
be due to two reasons: first, that the metal ions 
are precipitated by the tissue proteims on the 
surface of the tissue and are thus bound and 
prevented from penetrating the tissue further 
and, second, that while the metal 1ons may per- 
meate the surface tissues, they may be removed 
by the circulation too rapidly to be demonstrated 
on histologic examination. 

The experiments to be described are intended 
that : 


1. Copper sulfate in aqueous solution used in 


to show 
the treatment of mucous genital tissue is not sub- 
stantially more penetrating when applied with 
the galvanic current than when used without 
the current. The current applied to solutions 
of copper sulfate alone only produced heavier 
deposits of copper in the surface epithelium. 

2. Deep penetration of copper ions into mucous 
genital tissue can be effected through the use 
of certain synthetic wetting agents or detergents 
applied in solution with the copper sulfate by 
iontophoresis. Deep penetration was not ob 
tained without the use of the current. 

3. Maximum penetration of copper into mu 
cous genital tissue can be obtained through the 
use of organic salts of copper by iontophoresis. 
Without the current, the penetration of copper 
in the tissue in this organometallic form was 
superficial. 

4+. The binding of copper by tissue proteins 
bars the penetration of this metal into surtace 
This chemical reaction 
of copper ions and proteins was inhibited to a 
limited in 


tissues in 1ontophoresis. 


extent vitro by certain synthetic 
detergents ; it was prevented completely by in- 
corporation of the copper into organic com 
pounds. 

TECHNIC 


These tests were carried out on the rabbit penis. 
Mucous genital tissue was selected in preference to 
skin because of the uniformity of surface provided. 
The skin, through the hair follicles present, offered 
access to the deeper layers of tissue, so that a cor- 
rect evaluation of the depth of penetration obtained 
by copper was impossible. In order to extend the 
penis and to provide a maximum mucous surface for 
iontophoretic treatment, a glass exposure chamber was 
devised as shown in the diagram (fig. 1). 

This chamber was prepared from a 10 cc. serum 
bottle (Kimble brand). The base of the ampule and 
the stem were ground off to give the dimensions indi- 
cated. The narrow end of the glass chamber fitted 
the width of the penis when this was extended through 
it. The opposite end of the chamber was _ provided 


19. Ion Transfer (Iontophoresis), report of Council 
on Pharmacy and Chemistry and Council on Physical 


A. M. A. 117:360-361 (Aug. 2) 1941. 


Therapy, J. 
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with a rubber stopper through which a hypodermic 
needle was introduced. A Luer-Lok stopcock was 
inserted in the hub of this needle. 

In use, the narrow stem opening of the chamber 
was placed over the rabbit penis. A reduced atmos- 
pheric pressure was then produced in the chamber by 
drawing back the plunger of a 10 cc. syringe inserted 
in the stopcock. This reduced pressure served to draw 
the penis into the chamber. Copper solutions were intro- 
duced into the chamber through the stopcock and needle 
with the syringe, the vacuum present in the chamber 
drawing the solutions into the chamber automatically. 
After the negative pressure in the chamber was reestab- 
lished with the syringe, the stopcock was closed. The 
penis remained extended in the solution in the glass 
chamber during exposure to treatment by means of the 
partial vacuum thus retained in the chamber (approxi- 
mately 5 cm. of mercury). 

The needle in the chamber was kept immersed in 
the solutions but was removed from contact with the 
penis. The lead from the positive source of current 
was connected to the hub of the needle. The negative 
lead was connected to a needle introduced subcuta- 
neously into the thigh of the r2bbit. The flow of 
current was controlled with a rheostat and measured 
by a milliammeter placed in series.*! 


PENETRATION OF INORGAN] 
SALTS OF COPPER 


With the technic just described, experi 
were carried out to test the penetratior 
per into the rabbit penis from aqueou 
sulfate solution, with and without current 
posures to solutions of copper sulfate wer 
carried out. When iontophoresis was emy 
5 milliamperes of current was used during ; 
entire period of exposure. 

The treated tissues were recovered, prey 
sectioned and stained for copper. The s 
were obtained at different levels along the ¢ 
of the penis, each a complete cross  sectior 
the tissue. A typical cross section of ra 
penis treated with a 1 per cent aqueous cq 
sulfate solution for fifteen minutes without 
rent when examined under the micros 
showed superficial irregular deposits of co 
on the surface epithelium. The copper did 


| | ¢ 
Gauge | 
the. thecdle Le Teme —> 
tuer-Lok | | 
Stopcock 


Fig. 1—Glass exposure chamber. 


For comparative studies, the strength of the copper 
solutions used, the amount of the current applied and 
length of iontophoretic treatment given were standard- 
ized, so that 1 per cent solutions were employed regu- 
larly in tests with a 5 milliampere current for fifteen 
minutes. Immediately after treatment, the animal was 
killed, and the penis was amputated. The tissue was 
placed in 95 per cent ethyl alcohol and was prepared, 
sectioned and stained for copper in accordance with 
the Mallory technic.2!. The effect of the current itself 
on the staining reaction in the tissue was tested by 
treating tissues with a 1 per cent sodium sulfate solution 
by iontophoresis under the same conditions used in the 
copper-treated tissues. It was shown that the current 
does not produce changes in the tissue to give the blue 
color reaction which characterized the tissue sections 


containing copper.?? 


20. An Ionophore Unit was provided for these ex- 
periments by the Burdick Corporation, of Wisconsin. 

21. Mallory, F. B.: Pathological Technique, Phila- 
delphia, W. B. Saunders Company, 1938, p. 139. 

22. Tissue sections were prepared by Miss Alice 
Malloy, senior medical technician, United States Marine 
Hospital, Staten Island, N. Y. 


penetrate’ through the epithelial layer oi 
penile mucosa. 

The sections of penile tissue treated wi 
1 per cent copper sulfate solution by tont- 
phoresis showed a more uniform deposit 
copper on the surface epithelium. While ' 
density of the copper appeared slightly great 
in such sections, the depth of penetration of t 
copper into the tissue was not substantia 
increased. Again, only a thin layer of coppe! 
was found deposited on the surface epitheliw 
and the subepithelial tissue was not invaded | 
the copper. 

An increase in the duration of treatment! 
thirty minutes with a 5 milliampere current bei! 
used or an increase in the amount of cure 
to 10 milliamperes for fifteen minutes result 
in a heavier deposit of copper on the surface 
The depth of penetration of copper into t 
tissue, however, was equally shallow. 
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ss examination, the penile tissue treated 
per sulfate by iontophoresis showed a 
sit of copper on the surface which 
readily removed by washing with water 

the copper appeared bound to the 


fect of reversal of current on penetra- 
pper into the rabbit penis by ionto- 


<i; was tested on several animals. The 


each rabbit was exposed to a 1 per 
pper sulfate solution in the glass chamber 
cen minutes by iontophoresis with a 
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ness of the surface epithelium. The density of 
copper deposited in the surface epithelium ap- 
peared the same as that obtained in_ fifteen 
minutes with the positive electrode alone in 
the copper sulfate solution. 

The maximum depth of penetration by copper 
in the rabbit penis treated with copper sulfate 
with the galvanic current was not substantially 
greater than that obtained without the current. 
The density of copper deposited in the surface 
epithelium was increased by using iontophoresis. 
The amount of this electrodeposition of copper 


rig. 2—Penetration of copper after treatment with 1 per cent copper sulfate solution for fifteen minutes by 


the 


resis with 5 milliamperes current. 


ampere current with the negative electrode 


solution. At the end of this time, the 
was reversed, so that the electrode in 


ution was connected to the positive ter- 


i the current. Five milliamperes of cur- 
again applied for fifteen minutes. 

ns of tissues treated by this technic did 
greater depth of penetration of copper 
obtained in tissues treated for fifteen 
with the positive electrode alone in 

tion. The copper in tissues treated by 
hod permeated at most the full thick- 


in the surface was increased by increasing the 
amount of current applied or by lengthening the 
period of treatment. The use of the negative 
electrode in the copper sulfate solution before 
applying the positive electrode to the solution 
did not result in appreciably greater increases 
in the amount of copper deposited by ionto- 
phoresis. 

The copper deposited in the surface epithelium 
by the current was fixed to the tissue and 
persisted in situ. The copper deposited on the 
surface of the rabbit penis after exposure to 
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copper sulfate solution without the current was 
light in amount and was not firmly bound to 
the surface. Irritation of the tissue treated with 
copper sulfate by iontophoresis was considerably 
greater and the effects of the persistent copper 


on the tissue were more extensive and pro- 
longed (fig. 2). 
Il. PENETRATION OF COPPER BY IONTO- 
PHORESIS WITH DETERGENTS 


The effect of incorporating synthetic surface- 
active detergents with copper sulfate in solution 
on the penetration of copper into the penis of 
the, rabbit by iontophoresis was investigated. 
Various types of these compounds were mixed 
with copper sulfate in aqueous solution to give 
a | per cent concentration of Those 
compounds which were found compatible with 
copper sulfate were tested on the rabbit penis 
for penetration of copper by iontophoresis. Tests 
were made with mixtures of the copper sulfate 
and the detergents in the glass exposure chamber 
ior fifteen minutes with a 5 milliampere current. 
the 
three wetting 
the penetration of copper into the penis of the 
rabbit. Each of these an anionic agent: 
(a) aerosol MA (dihexyl sodium sulfosucci- 
nate), (b) aerosol AY (diamyl sodium sulfo- 
succinate) and (c) duponol C (primarily sodium 
These compounds used in 1 per 


each. 


From group of compounds investigated, 


agents were found which furthered 


Was 


lauryl sulfate ). 
cent concentration in solution with the copper 
sulfate produced considerably greater penetra- 
tion of copper into the rabbit penis by ionto- 
phoresis. The subepithelial tissue of the penis 
was deeply penetrated by the copper. Without 
the galvanic current, penetration of copper from 
such mixtures of copper sulfate and detergent 
into the tissue was superficial. None the 
cationic detergents tested ** increased the pene- 
tration of copper in the tissue. 

The sections of tissues treated with copper 
sulfate and aerosol MA showed a_ concentric 
layer of copper extending from the surface epi- 
thelium into the subepithelial tissue. The depth 
to which the copper penetrated was fairly uni- 
form on all sides and showed a rather sharp 
internal delimitation. The depth of penetration 
of copper by iontophoresis with copper sul- 
fate—aerosol MA solutions was approximately 
twenty-five times the depth of penetration of 
copper obtained by iontophoresis with copper 
sulfate alone. When the length of iontophoretic 


of 


23. Other detergents tested and found ineffective in- 
cluded: aerosols 18, 1 B, 22, OS and OT; Pegin: Nac- 
conal: Acidolate; Tergitol Penetrant no. 7; glycerol 
monostearate S: Intracol S; Santomerse 3; Carhbitol, 
and quarternary ammonium compounds. 


DERMATOLOGY 


AND 


SYPHILOLOG}) 


treatment with the copper sulfate—deterg 
tions was increased from fifteen minutes ‘o ; 
minutes, the concentration of copper In the: 
was increased, but the depth of penetrati 
the metal was only slightly changed. Thy 

of copper introduced from such mixed 

was also increased applying curre: 
10 milliamperes, instead of 5 milliamperes 
fifteen The depth of penetra 


COP] Not 


by 


munutes. 
under either condition was 
cantly increased. 

The effect of reversal of current on t! 
tration of copper from copper sulfate—ceter 


solutions in iontophoresis was tested on t 
bit penis. The negative electrode was 


to 1 per cent copper sulfate-aerosol M.A . 


tion for fifteen minutes. —lontophoreti 
ment of the penis was given with a 5 millia: 
current. The current was then revers 


that the positive electrode was in the solw 
and a current of 5 milliamperes was appli 
fifteen minutes. 

The sections of tissue treated by iontop! 
in this manner revealed a heavy concentra: 
of copper deep in the tissue. The amou 
copper introduced into the penis by rever 
the current during iontophoretic treatment 
only slightly greater than the amount of ci. 
introduced with this copper sulfate—aerosi 
solution by iontophoresis with the positiv: 
alone applied to the solution for thirty mi 
The copper in these sections was present 
solid concentric ring pervading the suriac 
thelium and the subepithelial structures 
depth of penetration of copper beneath th: 
face in these tissues treated with copper su 
and aerosol MA was more than twice the 
of penetration of copper obtained with this ; 


preparation in tissues treated by iontophore 


with the positive electrode used alone jor t! 
minutes in the solution (fig. 3). With 
negative electrode alone applied to the co 


sulfate—aerosol MA solution for thirty 


with a 5 milliampere current, the penetration 


copper into the penis was shallow. 
The effect of decreasing the concentratio! 


the detergent added to the solution of cop 


sulfate on penetration of copper into tissue 
iontophoresis was investigated. A 1 per 
copper sulfate solution with only 0.5 pet 


rc 


aerosol MA was prepared and used to tt 


the rabbit penis by iontophoresis for 
minutes. The tissues treated with this solu 
showed almost exactly one half the cept! 


penetration and one half the amount 0° cop! 


introduced into the tissue compared with 
obtained with 1 per cent aerosol MA. 
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PEREYRA—PENETRATION WITH 
PENETRATION OF ORGANI( 
SALTS OF COPPER 


fectiveness of iontophoresis in increas- 
tration of copper from solutions ot or- 
ts of into the rabbit 


this metal penis 


stigated. Three organic salts of copper 
pared ** in aqueous solution by mixing 
ilfate with organic salts to yield (a) bis- 
vlenediamino ) cupric sulfate, (>) ethyl- 
ne cupric sulfate and (c¢ ) triethanolamine 
ilfate. The copper ions were incorporated 
rganie molecule to vield color changes in 
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recovered and the sections prepared and stained 
as before. 

Sections of tissues treated by these organic 
copper salts showed deep, ditfuse penetration 
of copper. In each specimen, the entire cross 
section of the tissue was found to be permeated 
with copper. The distribution of copper in the 
tissue was uniform throughout; the heavier con- 
centration of copper observed in the epithelial 
layer with iontophoresis of copper sulfate—aeroso! 
MA _ solution was lacking. The sharp line of 
demarcation found in tissues treated with cop 


Penetration of copper after treatment with a solution of 1 per cent copper sulfate and 1 per cent 


distinct from the usual light green color 
sulfate solutions. 


of these organic copper salt solutions 
cent concentration was tested for pene- 
nto the rabbit penis in the glass exposure 
by iontophoresis with a 5 milliampere 
for fifteen minutes. The tissues were 


pounds were prepared by Lawrence H. 

and Lena A. Malentacchi, of the department 
try of the Venereal Disease Research Labora- 
ited States Hospital, Staten 


Marine Island, 


MA for fifteen mifutes by iontophoresis with 5 milliamperes current. 


per sulfate-aerosol solution showing the 
limits of penetration of copper into the tissue 
was absent in the tissues treated with these 
organic copper salts. 

Control experiments were done to test the 
penetration of these organic copper salts into 
the rabbit penis exposed to solutions of these 
salts in the glass chamber for fifteen minutes 
without the use of the current. Sections of these 
control tissues did not reveal any penetration 
by copper. Only a light irregular deposit of 


copper was found on the superficial epithelium. 
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When the length of iontophoretic treatment of | duced a higher concentration of copp: 
the rabbit penis with these organic salts was tissues. By the technic of reversing th 
increased from fifteen to thirty minutes, the that was used previously, the amount 
concentration of copper throughout the sections introduced in the tissues treated w 


J 


Fig. 4.—Penetration of copper after treatment with 1 per cent bis(trimethylenediamino) copper suliate fx 
hiteen minutes by iontophoresis with 5 milliamperes current. 


Duration Surface Amount of Depth of 


Electrode of Area Copper in Cop} 
Milli- Applied to Treatment, Treated,* Tissue.* Penetrati 
Solution amperes Solution Minutes Sq. Mm. Mg. Mm 
1, 1% copper sulfate ¢.......... None None 5 114 0,00 0.011 
2. 1% copper sulfate.............. 5 Positive 15 151 0.13 0.01 
3. 1% copper sulfate........... TT : 5 Positive 30 157 0.50 ).12 
4. 1% copper sulfate.... 10 Positive 15 137 0.623 
5. 1% copper sulfate......... 5 Negative 15 
5 Positive 15 0.473 
6. 1% CuSO. + 1% aerosol MA None None 15 131 0.071 
7. 1% CuSO. + 1% aerosol MA.. 5 Positive 15 0.44 ). 280 
8. 1% CuSO. + 1% aerosol MA 5 Positive 0 102 0.73 0.35 
9. 1% CuSO« + 1% aerosol MA....... 10 Positive 15 118 0.59 
10. 1% CuSO« + 1% aerosol MA........ 5 Negative 15 
Positive 15 139 0.76 
11. 1% CuSO. + 0.5% aerosol MA......... 5 Positive 15 132 0.23 140 
12. 1% bis(trimethylenediamine)CuSOs $... None None 15 104 0.00 
13. 1% bis(trimethylenediamine)CuSO....... 5 Positive 15 148 0.407 2.02 
14. 1% bis(trimethylenediamine)CuSO................. 5 Positive 30 176 0.717 2.38 
15. 1% bis(trimethylenediamine)CuSO.u.............. 1 Positive 15 173 0.83 2.450 
16. 1% bis(trimethylenediamine)CuSO................ 5 Negative 15 
5 Positive 15 152 0.493 2.30) 


* The amounts shown in the last three columns represent the average measurements in each group of 4 rabbits tested 
+ All of the copper in tissues treated with solutions 1 to 5 above was present on the superficial epithelium only 
t The depth of penetration of copper with bis(trimetiylenediamine)copper sulfate was maximal in each tissue. 1 
eross section of penis was permeated by copper in solutions 13 to 16. The figures on penetration in these tissues 1 lica 
thickness of the penis from center to the surface epithelium. 


was 


of these tissues was increased. An increase organic copper salts by iontophoresis 
in the amount of current applied in fifteen proximately the same as that obtained 
minutes from 5 to 10 milliamperes likewise pro- of the positive electrode alone in the org?! 
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solution for fifteen minutes. The 


salt 
“Ur oth of penetration of copper with these or- 


7 pper salts was maximal under each of 
~ 

hy itions tested (hg. 4). 


DETERMINATIONS OF 
TREATED TISSUE 


QUANTITATIVE 
COPPER IN 
into 


quantities of copper introduced 


hit penis by the different methods of 
mn tested and with the three types of 
ns are analyzed in the table. The surface 
the penis through which these quantities 

per were introduced into the tissues was 
sured by making a collodion cast of each 
s. After drying, the collodion film was cut 
spread 


Winks, 


removed immediately and 

millimeter graph. The area covered on 

eraph was measured directly to give the area 

tissue surface treated. The tissues were 

to ash, and quantitative determinations 

the amount of copper present in each tissue 

s determined separately by the method of 

and Green.*® A minimum of 4 rabbits 

used in determining the depth of penetra- 

of copper and the amount of copper in 

the penis under each of the conditions listed.*" 

PROTEINS IN 
COPPER 


TISSUE 
OF 


ROLE OF 
PENETRATION 


THE 


It may be postulated that the decided differ- 
e observed in the depth and in the amount 
=f « penetration of copper obtained in the rabbit 


Depth ot Hi penis by 1ontophoresis with copper sulfate alone, 

brtration with copper sulfate-aerosol MA solution and 

organic copper ‘solutions is based on dif- 

rences in chemical reactivity between these 

120 solutions and the surface tissues. The precipita- 


n of metals by tissue proteins has been com- 
1140 mented on previously in the literature. That 
greater ability of copper to penetrate tissue 


128) iontophoresis with copper sulfate-aerosol MA 
om utions and with organic copper salts than 
copper sulfate alone is dependent on an 

— nlubition or prevention of the chemical reaction 
nee tween copper and tissue proteins appears to 
* manitested by the following in vitro tests: 
a pension of tissue proteins in an isotonic solu- 
sodium chloride was prepared from freshly 

2 38 rcumcised human foreskins. The tissues were weighed 
= triturated with sand. The isotonic solution of 
im chloride was added to the triturated tissue in the 
he entra 25. | n, A., and Green, H. H.: Microdetermina- 
Copper in Biological Material, Biochem. J. 
34122-1208 (Sept.) 1940. 


-". Quantitative determinations of copper were made 

Letonoff, associate research chemist, Venereal 
Research Laboratory, United States Marine 
Staten Island, N. Y. 
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proportion of 2 cc. of solution for each gram of tissue. 
The mixture was centrifuged, and the supernatant fluid 


was removed. A Kjeldahl determination was made on 
this solution. Nitrogen equivalent to approximately 
0.38 per cent protein was found in the solution. 


One cubic centimeter amounts of this solution, con- 
taining approximately 3.8 mg. of protein, were placed 
To each of these tubes, 0.1 ce. of 1 per 
cent solution, containing approximately 
10 mg. of sulfate, was added. The copper and 
the protein reacted immediately to form an_ insoluble 


in test tubes. 
copper sulfate 


( opper 


precipitate. 

\ solution contaiming 1 
1 per cent aerosol MA was prepared, and 0.1 cc., 
each, was added 


per cent copper sultate and 
con 
taining approximately 10 mg. of 
slowly to 1 cc. amounts of the protein suspension in 
test The copper and protein did not react to 
form a precipitate. When more than 0.1 ce. of this 
mixture was added, however, precipitation of protein by 


tubes. 


copper resulted immediately. 

Aerosol AY substituted for aerosol MA in the 
same tests and was found equally effective in prevent- 
ing the precipitation of protein by copper to the same 
degree under the same conditions. Duponol C was 
found optimally effective in preventing the reaction of 
copper and protein in the same proportions with a con- 
centration of this detergent of 0.5 per cent in solution. 
ot this compound prevented the reac 
of copper with 3.8 mg. of protein. In 
of copper sulfate was 


Was 


Five milligrams 
tion of 10 mg. 
each case, if more than 10 mg. 
added to the protein-detergent mixtures the detergent 
was unable to prevent the reaction of copper and pro- 
tein. These detergents were equally effective in pre 
venting precipitation of copper proteinate if added to 
the protein solutions prior to the addition of the copper 
sulfate. 

One per cent solutions of the organometallic salts 
bis(trimethylenediamino) copper sulfate, ethylenedia- 
mine copper sulfate and triethanolamine copper sulfate 
were tested with protein suspensions in the test tube. 
One cubic centimeter amounts of each of these solu- 
tions of organic copper salts were added to 1 cc. 
amounts of the protein suspension. The protein in the 
test tubes was not precipitated by any of these organic 
copper salts even when added in excess to each cubic 
centimeter of protein suspension. 


COMMENT 

Copper sulfate has been used for many years 
in the treatment of diseased surface tissues by 
iontophoresis. The question whether copper 
applied by this method is more penetrating to 
the tissues than that used topically has not been 
satisfactorily answered. The observations re- 
ported here show that copper is not substantially 
more penetrating when applied in an aqueous 
copper sulfate solution with the current than 
it is without the current. The surface membrane 
of living tissue was found to resist the introduc- 
tion of copper. A galvanft current applied to 
solutions of copper sulfate on mucous genital 
tissues of rabbits increased the amount of copper 
deposited and fixed on the surface but did not 
increase substantially the depth of copper intro- 
duced into the tissue. 
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The experiments reported in this study show 
that the resistance of the tissue to the pene- 
tration of copper is due in large part to the 
precipitation of this metal by the tissue proteins. 
Deep penetration of copper was obtained with 
iontophoresis, however, by prevention of this 
reaction of copper and protein. This was accom- 
plished either by adding certain anionic deter- 
gents to the copper sulfate solution or by incor- 
porating the copper into certain organic salts. On 
the one hand, the detergents used bound the 
tissue protein, so that a chemical union of copper 
and protein was inhibited. On the other hand, 
the organic salts bound the copper, so that the 
proteins did not react with the copper. It is con- 
sidered that the detergents reacted with the pro- 
teins to form soluble complexes similar to those 


described by Anson ** and by Putnam and Neu- 
rath.** 

Of the two solutions found to be effective in 
introducing copper into tissue by iontophoresis, 
the organic copper was much more penetrating 
than the copper sulfate-detergent solutions. At 
the same time, the organic copper was less irri- 
tating to the tissue. It was observed that the 
organic copper was absorbed more rapidly and 
disappeared from the treated tissue within three 
hours after iontophoresis. Copper introduced 
into tissue by iontophoresis from copper  sul- 
fate—detergent solutions remained in the tissue 
and was demonstrated in tissue sections as late 
as twenty-four hours after treatment. 

It is evident that a prolonged therapeutic 
action by copper locally in the tissue is pos- 
sible after iontophoresis with either of the afore- 
mentioned copper solutions. It is likewise evi- 
dent that this therapeutic effect may be produced 
much more deeply in the tissue with ionto- 
phoresis of these compounds than is possible 
with topical application. By applying these cop- 
per preparations to tissue with the galvanic cur- 
rent, true iontophoresis—that is, the transfer of 
copper through the surface and into the tissue 
by the current—is readily accomplished. These 
results are in decided contrast to the simple 
electrodeposition of copper on the tissue surface 
by the galvanic current observed when copper 
sulfate was used alone in solution, 

The transport of copper ions into tissue by 
iontophoresis of copper sulfate—detergent mix- 


27. Anson, M. L.: Denaturation of Proteins by Syn- 
thetic Detergents and Bile Salts, J. Gen. Physiol. 28: 
239-246 (Nov.) 1939. 

28. Putnam, F. W., and Neurath, H.: Complex For- 
mation Between Synthetic Detergents and Proteins, Let- 
ters to the Editors, J. Biol. Chem. 150: 263-264 ( Sept.) 
1943. 
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tures or of organic copper sulfate salts js 
tained only from aqueous solutions of these , 
pounds. Attempts to introduce copper int 
sue by iontophoresis of ointments containing 
same copper preparations failed. The oitme; 
were prepared from ammonium stearate 
tragacanth jelly bases. 

Limited tests were carried out in vitr 
determine the bactericidal value of tw 
copper salt preparations used in these exper 
ments. Bis(trimethylenediamino )copper 
was found to have approximately one-tent! 
germicidal value of copper sulfate. This orga 
copper salt, though less germicidal than coppe 
sulfate, provides much deeper action by copper 
in surface tissues treated with this compound 
iontophoresis. The chemical characteristics 
bis(trimethylenediamino )copper sulfate origins 
ly prepared by Amundsen and Malentacchi }; 
these experiments are reported elsewhere.*’ 
second preparation tested consisted of cop 
sulfate and aerosol MA in equal concentration 
aqueous solution. This combination was found: 
be as bactericidal as copper sulfate used alor 
The, greater toxicity of copper sulfate—aeros 
MA to tissue, however, precludes use of 
compound by iontophoresis in the same streng: 
as copper sulfate alone. 

In view of the delay in absorption of coppe 
from tissue treated with solutions of copper 
sulfate—aerosol MA by iontophoresis which wa: 
observed in these experiments, repeated trea! 
ments with this preparation to the same tissu 
must be spaced sufficiently to avoid cumula 
tive effects. The frequency of iontophoret: 
treatments when employing either the orga 
copper salf or copper sulfate-aerosol M.A 
tions over large tissue surfaces must be con- 
trolled to prevent toxic effects by the copper 
absorbed into the body on the internal organs 

With regard to the purported greater effica: 
of copper sulfate applied by itself in the pa 
by iontophoresis in the treatment of diseas 
surface tissues, it is questionable whether t! 
benefits reported were due to actual transic 
of copper inside the tissue by the galvanic cu 
rent. Since the depth of penetration of coppe 
in tissue treated with copper sulfate alone 
solution by iontophoresis was shown in thes 


q 


experiments not to be substantially greater tha’ 
the depth of copper penetration obtainable | 
topical application, the increased therapeut 
value attributed to this salt when applied wl 
the galvanic current may be explained as beim 


4 
29. Amundsen, L. H., and Malentacchi, L. A I 


(Trimethylene diamino)Cupric Sulphate, J. Am Chet 
Soc. 67:493 (April) 1945. 
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revention of Iontophoretic 


-PENETRATION WITH 


PEREYRA 


ly to the larger amounts of copper 
at on the surface and fixed on the tissue 
be due to effects of 


rrent, or it 


itself on the tissue and on the copper 


may 


lution. 
as the effects of the copper itself is 


the 


increased deposit of this metal 
tissue surface produced through use 
irrent may well serve to prolong the 
tic action of the copper on the superficial 


sue. With respect to the effects of the current 


e tissue, Molitor and Fernandez *’ have 
orted changes in the hydrogen ion concen- 
i surface tissues treated by iontophoresis. 
iddition, tests made on the copper sulfate 
ns used in the experiments reported here 
wed that considerable changes were produced 
the current in the hydrogen ion concentration 
these 


solutions. Vasodilation, congestion and 


duction of heat locally as a result of the 


esistance of the tissue to the passage of the 


rrent undoubtedly contribute in some measure 
the benefits reported from iontophoretic treat- 
nt with copper sulfate. Consideration must 


uso be given to the suggestion of Szezerbak *! 


at the galvanic current stimulates the sympa- 
icoparasympathetic system to produce reflex 
anges in the tissues treated by iontophoresis. 
hese effects of the current on the tissue and 
the copper sulfate solutions must be con- 


dered in evaluating the therapeutic benefits 
reported in the past in the treatment of diseased 
-urface tissues with copper sulfate solutions by 


ntophoresis, since the penetration of copper 


Molitor, H., and Fernandez, L.: Studies on Ionto- 


I. Experimental Studies on the Causes and 
surns, Am. J. M. Sc. 198: 
8-785 1939, 

Szczerbak, cited by Karbowski, M.: Iontophoresis 
Ophthalmology, Internat. J. Ophth. 97:166-202 
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COPPER BY IONTOPHORESIS 


r organic salts of 


in the absence of detergents ( 
the metal to facilitate the introduction of copper 
into tissue has been shown in these experiments 


to be extremely limited. 


SUM MARY 


1. Iontophoresis increases the electrodeposi- 
tion of copper on the surface of the genital tissue 
sulfate 


treated with 


It does not further the introduction 


of rabbits aqueous copper 
solutions. 
of copper bevond the surface epithelium. 

2. By adding aerosol MA to solutions of cop- 
per sulfate, the penetration of copper by 1onto- 
phoresis was increased approximately twenty- 
five times. 

3. Maximal penetration of copper was ob- 

tained with iontophoresis by incorporating the 
copper in an organic salt, bis(trimethylenedi- 
amino )cupric sulfate. 
4. Solutions of copper and aerosol MA or 
the organic copper salt applied topically without 
iontophoresis do not produce penetration of 
copper. 

5. Copper is prevented from penetrating sur- 
face tissues by the tissue proteins which com- 
bine with it. The addition of aerosol MA to 
solutions of copper sulfate inhibits this binding 
of copper by tissue proteins. The incorporation 
of copper in organic salts prevents this interac- 
tion of copper with tissue proteins. 

6. The amounts of 
surface tissue treated 
aqueous solutions of copper sulfate and detergent 


copper introduced into 


by iontophoresis with 
or solutions of organic copper salt depends on 
the strength of current employed, the duration 
of treatment and the concentration of the salts 
used. Toxic effects of copper must be guarded 
against when using these preparations by ionto- , 


phoresis. 
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WHITE CROSS STRIAE OF THE FINGER NAILS FOLLOWING 
CARDIAC INFARCTION 
ERICH URBACH, M.D. 
PHILADELPHIA. 
On the other hand, changes in the nails of 


Changes in the finger nails of patients with 
cardiac disease are caused principally by con- 
gestion in thet venous system. The bluish dis- 
coloration of the nails is a symptom well known 
to every physician. When the congestion per- 
sists for some time, the matrix bulges while the 
nail bed and nail wall manifest less conspicuous 
changes. The process results in the formation 
of “hippocratic” nails and of clubbed fingers. 

According to Heller,’ the eminent authority on 
diseases of the nail, all other changes in the nail 
in patients with cardiac involvement must be re- 

Subungual keratosis 1s 
Only in 1 case of myo- 


garded as great rarities. 
occasionally observed. 
carditis Heller observed broad transverse furrows 
(the so-called Beau lines). These transverse 
sulci had made their appearance seven and five 
months previously, at a time when the patient 
was suffering severe general manifestations, 
notably high grade edema. 

Endocarditis lenta is the one disease in which, 
as Pardo-Castello? has pointed out, vibices in 
the form of transverse lineal hemorrhages are 
observed as a constant phenomenon. 

Even when the major peripheral vessels are 
occluded, this only rarely leads to changes in the 
nails. Heller’ examined a great number of 
patients with thrombosis and embolism in the 
3erlin hospitals and encountered but 1 instance 


_of gangrene in the toes (in a patient with em- 


bolism of the femoral artery). Furthermore, he 
cited Wilkin’s case, in which the occlusion of the 
brachial artery through embolism caused the en- 
tire arm to be cold and pulseless. When the 
circulation was restored and the arm apparently 
became normal again, all the finger nails fell off. 
The disturbance in the blood supply was un- 
doubtedly greatest in the distal ends of the 
extremities. 


From the Department of Dermatology and Syph- 
ilology, University of Pennsylvania Medical School, Dr. 
John H. Stokes, Director. 

1. Heller: Die Krankheiten der Naegel, in Jadas- 
sohn, J.: Handbuch der Haut- und Geschlechtskrank- 
heiten, Berlin, Julius Springer, 1927, vol. 13, pt. 2. 

2. Pardo-Castello, V.: Diseases of the Nails, ed. 2, 
Springfield, Ill., Charles C Thomas, Publisher, 1941. 


fingers and toes are commonly encountered 
Raynaud’s disease and in thromboangiitis oj) 
erans, in which the distal parts of the peripher 
vascular system are chiefly affected. 7) 
changes run the whole gamut from cyanosis, : 
begin with, to the development of Beau's |i: 
and, finally, to gangrene. Similar pictures 
to be seen in cases of senile or diabetic gangre: 
of the extremities. 


White cross striae of the finger nails appearing fifty 
five days after cardiac infarction. 


REPORT OF A CASE 


Dr. K. S., a 50 year old physician, suffered typica 
attacks of the anginal syndrome in 1938 and 193) 
After medication with glyceryl trinitrate and restrict! 
of the patient’s activities, the attacks ceased complete’) 
The electrocardiogram revealed the presence of a mg” 
bundle branch block, which however did not bring 
any clinical or subjective manifestations. Without a! 
apparent cause, precordial pains began on Feb. 12, 19+ 
These were followed, five days later, by an att 
intense pain and by shock. The blood pressur 
to 90 systolic and 60 diastolic, remained at that lev 
for some ten days and then slowly rose to 11| 
and 70 diastolic. During the first two days the ten 
perature was 101 F.; leukocytosis was present, an¢ 
gallop rhythm was heard. The patient lost aout 
pounds (4.5 Kg.) during the first week of his 1! 
The electrocardiogram confirmed the diagnosis 
cardial infarction. The patient remained in bed tor 1 
weeks; then he made a relatively speedy recovery 
On April 8, fifty-five days after the appea! 
the cardiac infarction, the patient noticed that t 
of all his fingers, with the exception of his 
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URBACH—WHITE 

znsverse lines, about 2 mm. in width, located 
lary of the first and second quarters of the 
color of these lines was not really white 
tint of the lunula of the nails. These streaks 
e side of the nail to the other. The over- 
ice of the nails showed no depression or 
gularity. When the hands were raised, there 
inge in the width or intensity of the white 
when the fingers were allowed to hang down 
. sas a decided whitening of the nails, which 
irom the nail wall to the streaks previously 
so that the lower third of the nails looked 


Sort 


ite 


The es grew forward continuously; those of the 
tis obi. Bcecond and third fingers reached the free end of the 
ty days after the appearance of the cardiac 


1 while it took the lines on the nails of the 
ninety-four days and those of the fourth 

OSIS, nger one hundred and ten days. 
US lint It is interesting to note that there was great symmetry 
ures ar the progress of the lines on the fingers of both 


The varying lengths of time required for the 

s to disappear from the nails of the different fingers 
y probably be explained by the fact that the arterial 
xd supply to the extremities of the separate fingers 
interrupted or impeded for different lengths of 
Lastly, it must be noted that the patient's finger 

ils were relatively small, their length ranging from 
mm (on the little finger) to 11 mm. (on the middle 


COM MENT 


Heller stated that the white transverse lines 
ire the equivalent of Beau’s lines. Almost one 
undred years ago, Beau ® described sulci limited 
posteriorly by slightly elevated ridges that first 
ippear at the lunula and progress forward with 
the growth of the nail until they disappear at the 
‘ree edge. These so-called Beau lines are due, 
:s Pardo-Castello? has explained, to a sudden 
7 wrest of the function of the matrix which, in 
SM" Burn, leads to the cessation of normal cell pro- 

uction; thus the continuity of the nail plate is 
The principal underlying causes of the 
eau lines are acute infectious diseases, diseases 


Ken, 


‘companied with fever, acute gastrointestinal 
part isturbances and poisoning, as well as other 
pletely JB *eTlous conditions affecting the nutrition of the 


a rig rganism., 


On the other hand, Beau’s lines have 


ng °"'@ apparently never before been observed in con- 
nection with cardiac disease. 
tack rhe literature contains relatively few descrip- 


ions of white cross striae (Vogel,* Wagstaffe ° 


bce ind Heller*). Heller expressed the opinion that 
are produced in the following manner. At 
ut | 3. Beau, J. H. S.: Certain caracteres de séméiologie 


tive, présentés par les ongles, Arch. gén. de 
9: $47. 1846. 
+. Vogel, A.: Die Naegel nach fieberhaften Krank- 
ter utsches Arch. f. klin. Med. 7:333, 1870. 
nee gstaffe, W.: On Cross Furrows in the Nails, 
nais Lhomas Hosp. Rep. 18:173, 1890. 
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the time of the general trophic disturbance the 
matrix forms nail cells which have an abnormal 
tendency to imbibe quantities of air. However, 
newer histologic investigations ( Alkiewicz) sug- 
gest the probability that the white discoloration 
is caused by pathologically cornified nail cells. 

The appearance of white cross striae on most 
nails about fifty-five days after the acute occlu 
sion of one of the coronary vessels is an unfailing 
indication that the blood supply to the body's 
periphery was, for some few days at least, wholly 
inadequate. This view is also corroborated by 
the low blood pressure and the great loss in 
weight. 

As far as I have been able to determine, neither 
the white cross striae nor the Beau lines have 
ever been mentioned in the literature on cardiac 
or vascular diseases. The question arises whether 
the disturbance in blood supply in cardiac in- 
farction is in general not severe enough to cause 
these nail manifestations or whether they have 
merely escaped the physician’s attention. It will 
be relatively easy to answer this question by sys 
tematically examining the nails in cases of coro- 
nary thrombosis, now so commonly encountered 

Assuming, as Heller? did, that the nails grow 
at the rate of 0.1 mm. per day and that the 
average length of the covered part of the nail 1s 
from 3 to 4 mm., then a pathologic disturbance 
would become visible on the nail wall in from 
thirty to forty days. The white lines were about 
2 to 3 mm. from the nail wall when they were 
first observed by the patient, on the fifty-fifth 
day after his attack. This would lead to the 
conclusion that the growth of the nail itself was 
not affected. 

Last, it should be stressed that the presenting 
nail disturbance is in no way to be regarded as 
a variant of leukonychia striata. In the latter 
disease the whiteness is much greater and lacks 
the lunula-like tint ; moreover, leukonychia striata 
hardly ever appears as a single, isolated, relatively 
broad streak but rather as a number of parallel 
narrow lines, some of which do not run all the 
way across the nail but cover only a part of 
the width of the nail. 


SUMMARY AND CONCLUSIONS 


Disturbances of the nails that are associated 
with vascular and cardiac diseases are briefly 
considered. 

In 1 case white cross striae 
appearing fifty-five days after the onset of coro- 
nary occlusion, are regarded as an expression 
of a severe generalized nutritive disturbance re- 


of the nails, 


sulting from damage to the cardiac muscle. 


nnger}. 


CLASSIFICATION OF TUBERCULOSIS OF THE SKIN 


HENRY FE. MICHELSON, M.D., anp CARL W. LAYMON, M.D 


MINNEAPOLIS 


Tuberculosis of the skin is so rare in the 
United States that the question may be asked 
why attention should again be drawn to its 
classification. The dermatologic manifestations 
of tuberculosis are extremely diverse, and, even 
though all are due to the tubercle bacillus, it 
would be not only inadequate but a long step 
backward to call them all merely “tuberculosis 
of the skin.”” What, then, are the purposes of a 
classification ? Obviously, the most important one 
is to afford the physician an adequate basis for a 
correct prognosis for a given tuberculoderma 
as well as to aid in the proper management of 
the individual case. Because of the great varia- 
tion in the severity, course and prognosis of the 
various forms of cutaneous tuberculous inflamma- 
tion, a more specific diagnosis than “tuberculosis 
of the skin” is essential. Furthermore, it is by 
means of classification that both undergraduate 
and postgraduate students of dermatology are 
taught cutaneous tuberculosis, and, in the final 
analysis, that classification is the most acceptable 
which best enables them to give a prognosis and 
to outline therapy in a certain case. 

A critical review of the literature and our 
own clinical material over a long period brings 
realization of the constant but fluctuating strug- 
gle between the invading virus and the resisting 
forces of the host and permits understanding of 
the phases of activity and quiescence of the dis- 
ease. Thus the characteristics of a certain tuber- 
culoderma may vary considerably from time to 
time, despite the fact that the host, although al- 
tered allergically, is the same and the invading 
organism is the same tubercle bacillus throughout 
the course of the disease. Such a concept permits 
realization of the difficulties in forming arbitrary 
classifications with sharply drawn distinctions 
between the various tuberculodermas. 

As knowledge of tuberculosis of the skin 
evolved, early writers described various types 
without considering the relation of one to another. 
Observation soon showed, however, that patients 


From the Division of Dermatology, University of 
Minnesota, H. E. Michelson, M.D., Director. 

Read before the Section on Dermatology and Syphi- 
lology at the Ninety-Fourth Annual Session of the 
American Medical Association, Chicago, June 14, 1944. 


often had more than one form of tuberculosis 
the same time. Such associated conditions 
lupus vulgaris and scrofuloderma, tubereu! 
adenitis and lichen scrofulosorum and mu 
tuberculosis and severe or terminal pulmonar 
intestinal or urogenital tuberculosis were 
quently seen. These associations naturally sti 
lated interest in their relations, and through ¢ 
vears constant effort has been made to find ac: 
nerstone on which to build a suitable classificatioy 
At one time much attention was paid to th 
species of bacillus, and this still may be mor 


important than one realizes. With a basis fi 
classification in mind, students of tuberculos: 
in the early nineteenth century were great 
concerned as to whether a cutaneous lesion wa 
of external or of internal origin and whether thy 
bacillus was exogenous or endogenous. 

The growth, development and _ disseminatio: 
of tuberculous lesions of the skin have been ai 
still are the subject of much conjecture. Mai 
years ago, writers called attention to the chara 
teristics of certain lesions which, from the: 
strictly localized nature, were assumed to | 
caused by the implantation of bacilli, either ev 
ternally or lymphogenously, at a certain sit 
Later, when the concept of tuberculids was a 
vanced, attention was focused on the hematog- 
enous dissemination of the causative agent a! 
various tuberculodermas were arbitrarily groupe 
together as forms of hematogenous tuberculosis 

Authors of most present day classifications 0! 
tuberculosis of the skin have considered the {0 
lowing points, stressing one or another as being 
most important: (1) mode of arrival of th 
bacillus at the site of the cutaneous lesion; (2 
clinical features ; (3) histologic and bacteriolog! 
features; (4) immunologic status and (5) prog 
nosis. 

In our opinion, it is presumptuous to base é 
classification on the mode of arrival of the bac! 
lus at the site of the tuberculous lesions. Lupts 
vulgaris has been classified as a localized iorm 0! 
cutaneous tuberculosis ; yet for patients who hav 
multiple, widely disseminated but morphologic” 
ly characteristic lesions associated with imterm 
tuberculosis a hematogenous dissemination seel 
to be the only tenable explanation. Therefor 
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garis can hardly be classified as a 
alized form of tuberculosis. The same 
is true of colliquative tuberculosis, 
those forms known as_ tuberculous 
ir those which extend from tuberculous 


son pulmonary tuberculosis have shown 
ili may be and often are hematogenously 


even in cases of pulmonary tuberculosis, 


for example, there is infection of the 
ondary to intestinal tuberculosis. If 
in have their entrance in the intestinal 


nd eventually reach the lung, they must 
reach the skin, where in some instances they 
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portant information, since it 1s impossible even 
to begin a classification unless the various tuber- 
culodermas can be correctly recognized and given 
specific names. On the other hand, the clinical 
features alone do not always afford sufficient 
evidence for the final labeling of a tuberculo 
derma. .\ single nodule of lupus may be indis 
tinguishable from a single nodule of tuberculosis 
miliaris disseminata facie, and the small papular 
forms of sarcoid were often called lupoid because 
it was impossible to differentiate them morpho- 
logically. All in all, however, the clinical features 
of tuberculodermas are consistent, and from a 
practical standpoint this is extremely important. 


Sections from a case of lupus vulgaris showing 
simulating those of sarcoid. 


tant as saprophytes, eventually being de- 


and in other instances they produce 
Strictly speaking, the lesions are 


hatogenous origin, although from a 


standpoint their growth is local. Many 


Ppossibilities can be hypothesized, but we are con- 


vinced that, since it is utterly impossible to know 


t 


how the bacillus reaches its site of 
such a premise is an inexact basis for a 
tion. Moreover, to know how the bacil- 
es the site of future disease is not as 

as to know what develops after it ar- 
orphologic features of the various forms 
‘ous tuberculosis afford the most im- 


(4) the rare feature of caseation necrosis and (Bf) 


The onset of a tuberculoderma 1s important. 
For example, lupus vulgaris begins insidiously 
with one or a few lesions 1n one locality. The pa- 
tient can hardly state when the disease began. 
Tuberculids, on the other hand begin explosively 
with the sudden appearance of disseminated le- 
sions, which are often grouped. This is significant 
hecause very likely when a patient is a candidate 
for lupus vulgaris his tissues possess certain 
qualities in relation to tuberculosis which predis- 
pose to that form of reaction. Although we do 
not know what these qualities are, they must be 
those on which an accurate classification could 
be based. Therefore, tuberculosis of the skin 
may be divided into two main groups: (1) the 
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stable forms, as exemplified by lupus vulgaris, 
and (2) the labile, or transient, forms, typified 
by the tuberculids. 

The age of the patient apparently has some- 
thing to do with his susceptibility to certain 
forms of cutaneous tuberculosis. For example, 
the rare postexanthematic miliary tuberculosis 
occurs only in children. Tuberculosis lichenoides 
(lichen scrofulosis) is never seen after the 
second decade. Lupus vulgaris in the ma- 
jority of instances has an early onset, even though 
it may begin in advanced years, and Jadassohn 
brought out that a peculiar fungating form of 
colliquative tuberculosis is much more common 1n 
aged persons than in children. 

At one time it was believed that the histo- 
pathologic features of the various forms of cu- 
taneous tuberculosis were pathognomonic. In 
the main, they are extremely helpful in the diag- 
nosis of tuberculodermas, but more complete 
studies, especially with multiple sections, have 
proved that almost any form of tuberculoid 
structure can be found in almost any tuberculo- 
derma. For example, tuberculosis miliaris dis- 
seminata faciei has been described and accepted 
as a form of tuberculosis which always shows a 
sharply circumscribed tuberculoma with central 
caseation. Nevertheless, we have observed cases 
in which the diagnosis was clinically beyond 
question and yet these features of the disease 
were not encountered. Lupus vulgaris is said to 
show little if any caseation necrosis ; nevertheless, 
we have seen this feature repeatedly in sections 
from cases which were clinically unmistakable. 
Similarly, in our studies of the micropapular 
tuberculid we found sections which were indistin- 
guishable from cutaneous sarcoids. Even in the 
two main forms of cutaneous tuberculosis, the 
stable and the labile, histologic differentiation 
is sometimes impossible, since lupus vulgaris 
can mimic almost every other type of tuber- 
culosis of the skin. We do not believe that 
histologic methods of any kind give definite 
information as to how the tubercle bacilli arrive 
at the particular area of the skin which is to be 
the site of future disease. 

It must be emphasized that the microscopic 
anatomy of a given lesion varies greatly with its 
age as well as with other intrinsic and extrinsic 
factors. It may be necessary to perform a number 
of biopsies before a diagnosis can be made. It is 
also most important that more than one section 
be examined microscopically and that whenever 
possible serial, or at least multiple, sections be 
made. 

Since various tuberculodermas are often strik- 
ingly similar, it is impossible to draw sharp lines 


based on histopathologic observations yw} 
would definitely separate one type of tu! 
of the skin from another. Histologic ditferep 
tions are based on the preponderance « 


cytes, epithelioid and giant cells and ne mas 


The depth of the infiltrate, the dimensi: 
inflammatory zone and its relation 


vessels and the secondary epidermal changes a+: 


other features to be considered. The vale 
histopathologic examination is greatly increas 


if the dermatologist who has examined a give; 


tuberculoderma clinically can also study the » 


tions. An independent microscopic examinatie; 


may be confusing and in some cases inaccurate 


It should be mentioned that long before the 
histologic changes can be determined as chara. 
teristic, the pattern for a particular patient ha 


been laid down by his own physiologic react 
ties. It takes some time, however, for the pat! 
logic elements to come more or less into equil; 


rium with their surroundings; hence varian 


seen for the same morphologic type. Ii the hist 
logic sections of various forms of tuberculosis 


the skin are compared, remnants of blood vesse's 


are seen within the infiltrate of all. In erythe: 


induratum this is especially striking; in the m 
crotic papular tuberculid the vessel remnants ar 
in the cutis, but in lupus vulgaris, if the spec- 
mens for biopsy are cut deeply enough, involv 
ment is found in all the layers of the skin and th: 
vessels of the cutis and subcutis seem to be # 
the center of the masses of infiltrate. If tissu 


adjacent to blood vessels is examined, strands 
infiltrate will be found, especially near veins. 


From this it may be deduced that almost a! 
forms of cutaneous tuberculosis have their orig: 
in or about vessels. Their size and depth must 
play an important role in the appearance of th: 
resulting lesion, and these, together with the di 
ferent forms of epidermal response and differe: 


degrees of necrosis, help determine the morph 
logic appearance. 


Bacteriologic observations, except for an ev 
tremely few types of cutaneous tuberculosis, art 
not a great help in forming a classification. Bacil 
may be easily found only in primary cutaneous 
tuberculosis, the ulcerating orificial type and get 
eralized miliary tuberculosis of the skin. In some 
cases of other types, bacilli can be found only « 
the search is undertaken at a particular time ! 
the life cycle of the lesion. Culture of bacilli a 
animal inoculations, as far as tuberculosis of tht 
skin is concerned, are too tedious and painstaking 
to be practical. It would be highly desirable t 
find bacilli in every case of cutaneous tubercul 
sis, and it is to be hoped that simpler and more a& 
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purposes of classification, which is to enable the 
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thods for finding them in cutaneous tu- 

. inflammations will be developed. 
raining the degree of allergy, as revealed 
tient’s reaction to tuberculin is essential 
eting the study of a patient with tuber- 
‘the skin. This determination alone, how- 
is not an accurate basis for classification, be- 
degree of sensitivity does not depend 
the cutaneous lesion alone. In fact, the cu- 
neous lesion may have nothing to do with 
ysitivity to tuberculin in a particular patient, 
ne adheres to the assumption that almost 
i cutaneous tuberculosis comes from an internal 
is one must admit that sensitivity to tubercu- 
results from the reaction against this internal 
nfection. If hematogenous cutaneous tuberculo- 


is accepted as a large group classification, an 
nternal focus must be admitted; and therefore 
may not be stated that certain forms of hema- 
‘genous cutaneous tuberculosis consistently have 
yecitic degrees of tuberculin sensitivity, for ob- 
usly the internal focus must be the source of 
- bacilli and also the provocator of the state of 
Jlergy. Knowledge of the reactivity to tubercu- 
in a certain case does not help to any great 
‘tent in diagnosing the case clinically, because 
eactivity to tuberculin is not consistent enough 
forms of cutaneous tuberculosis. The 
legree of sensitivity would be a convenient basis 
classifying tuberculodermas, but, unfortu- 
tely, it does not stand critical analysis. 
if an attempt were made to classify a large 
croup of patients in a sanatorium entirely on their 
sensitivity to tuberculin, a great variance between 
the state of allergy and the clinical and roent- 
genologic observations would undoubtedly be 
und. Both of the latter are much more valua- 
‘than sensitivity in predicting the future course 
‘the disease, and discrepancies in the reaction to 


tuberculin would not alter the clinician’s ap- 


raisal of the case. Similarly, the clinical and 
tologie observations in cutaneous tuberculosis 
annot be ignored because the sensitivity to 


tuberculin does not happen to be what was 


‘hus, we come again to one of the important 


ysician to make a prognosis. The prognosis 
ia certain tuberculoderma, of course, depends 

the general resistance of the host, but experi- 
‘s shown that in most cases of a particular 


cutaneous tuberculosis there is close 


rit 


ty in the outlook. On the basis of prog- 
ertain tuberculodermas may be grouped 
setier, and if those which are placed in the same 


11] 


SKIN 


VO! 


group are critically analyzed common character- 
istics can be found which assist in classification. 

Qn the basis of prognosis, therefore, we offer 
the following classification of cutaneous tubercu- 


losis: 


\. Forms which are chronic and progressive, rarely 
terminating fatally 
I. Tuberculosis cutis luposa 


II. Tuberculosis in the American Negro (cause 


debatable ) 
III. Sarcoidosis (cause debatable ) 


BR. Forms which tend to heal 
I. Relatively rapidly 
a. Primary cutaneous tuberculous complex 
b. Tuberculosis cutis verrucosa 
c. Tuberculosis cutis lichenoides 
papular tuberculid) 
d. Tuberculosis cutis papulonecrotica (ne- 
crotic papular tuberculid) 
II]. More slowly 
a. Tuberculosis colliquativa (scrofuloderma ) 
b. Erythema induratum (necrotic nodular tu- 
berculid ) 
c. Tuberculosis miliaris disseminata 
(lupoid papular tuberculid ) 


(lichenoid 


fac i€ 1 


C. Forms which usually terminate fatally 
I. Tuberculosis cutis miliaris acuta generalisata 
II. Tuberculosis cutis orificialis 

The first group includes lupus vulgaris and 
cutaneous sarcoid (if it is tuberculous). Here 
a high degree of immunity is found, but the re- 
sistance is not great enough to overcome the dis- 
ease, and lupus vulgaris therefore persists for 
vears. Nevertheless, death from pulmonary tu- 
berculosis in patients with lupus is not a rare oc- 
currence, and there seems to be a relation between 
the cure of the external lupus and the unsatisfac- 
tory progress of the internal lesions—so much so 
that it is impossible to think of lupus vulgaris as 
being merely an external disease. 

The cutaneous primary complex, tuberculosis 
cutis verrucosa, and the necrotic papular and 
lichenoid tuberculids have in common the ten- 
dency to heal spontaneously. They vary greatly 
in their appearance and in their histologic struc- 
ture, but they maintain a reasonable uniformity in 
sensitivity to tuberculin. We believe that patients 
with tuberculodermas in this group must possess 
a similar degree of immunity and hence must have 
a similar prognosis. 

Erythema induratum and colliquative tubercu- 
losis also tend to heal, even though it takes a long 
time. The degree of immunity in patients with 
these diseases is high, but it is not maintained at 
a fixed level, as manifested by numerous recur- 
rences. Not only does the immunity change in 
patients with tuberculosis of the skin but the 
degree of allergy changes. This is best demon- 
strated by the rather short period in which a pri- 
mary cutaneous lesion maintains its original char- 
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1i2 ARCHIVES OF 
acteristics and also by its frequent metamorphosis 
into lupus vulgaris. 

\cute miliary cutaneous tuberculosis and ulcer- 
ating mucosal tuberculosis have much in com- 
mou. The degree of immunity is extremely low. 
The bacilli grow unchecked, and the patients 
often die of tuberculosis ; although one expects a 
negative reaction to tuberculin, a positive reaction 
may be found in the ulcerating mucosal form. 
ven though these two types behave alike in many 
ways, the histologic changes are different. How- 
ever, acute miliary cutaneous tuberculosis and 
the ulcerating mucosal type must be thought of 
as closely related in most of their characteristics. 

In tuberculosis of the skin, even though various 
appropriate names are evolved, it may be readily 
understood that there is a close similarity and 


relationship between types. Figure 2 shows the 


— PRIMARY 
COMPLEX 


STABLE FORMS 
) 


Agari 


2.—Relations of important forms of cutaneous 


Fig 


tuberculosis. 


lived, as 
labile, or 


two basic forms: the stable, or long 
exemplified by lupus vulgaris, and the 
shorter lived, as exemplified by the tuberculids 
with their various ramifications merging into one 
another. 

SUMMARY 


Tuberculosis of the skin should be classified 
into its various types in order to expedite treat- 
ment and the formulation of an accurate prog- 
nosis. The clinical features give the most im- 
portant information in forming such a classifi- 
cation. 

The mode of arrival of the bacilli at the site 
of future disease and the morphologic, histologic, 
bacteriologic and immunologic features of a par- 
ticular type of cutaneous tuberculosis are factors 
which must also be considered in forming a 
classification. 

Grouping tuberculodermas according to the 
prognosis affords a simple and practical means of 
classification. 


DERM ATOLOG) 


AND SYPHILOLOGY 


ABSTRACT OF DISCUSSIO 

Dr. RuBEN NoMLAND, Iowa City: The ph 
sees relatively few patients with cutaneous tuber 
needs a great deal of help, and it seems that th 
books in their classifications, whether by imn 
principles or by method of arrival of the ba 
source of infection, have not given us particular] 
information. The microscopic characteristic 
culosis cannot determine a classification beca 
great variation in various stages of any given eryp 
The clinical features of cutaneous tuberculosis, 
Michelson pointed out, are still the criteria t 
guide us in making a diagnosis. Because the prog 
is sO much more important than the diagnosis, | : 
that the present classification will prove a 
and help those who see relatively few 
cutaneous tuberculosis. 


patients 


Dr. Frep D, WeEiIpMAN, Philadelphia: I hay 
charmed at the way in which this paper 
been presented, including particularly the diagran 
must say, though, that I disagree with the autl 
one technical matter. If this paper were entitled °S 
Remarks on the Clinical Classification of Tuber 
the title would be more accurate, my point being 
there is no such thing as one, and only one, syster 
classification for anything, whether it 
botanic or zoologic forms. Any one has the righ 
arrange data to suit his particular needs.  T]) 
mycology let the botanists employ, if they will, s 
cardo’s classification, which is based on the « 
the fungi; but physicians preter to 
medical classification of fungi or a simplified classit 
tion which depends on the forms that the fungi : 
in the tissues. A histologic classification is entire! 
order for tuberculosis of the skin, and some day tt 
become useful to arrange a bacteriologic one. 1 
presented today is a clinical one, with the clinical i 
as the criteria. 


mcise 


1S disease 


use Caste 


I was particularly pleased because the matter oi 
generation of blood vessels was brought into. the 
cussion. I have been impressed with this phenome 
particularly in cases of erythema induratum, and 
times this involvement of the vessels has made me pa 
to consider whether I am dealing with some dis 
more highly toxic than tuberculosis, such as rheumatis 
I believe that the form which the necrosis takes 
erythema induratum is largely a reaction against t 
necrotic fat that 1s more or less accidentally located 4 
the site of this deep tuberculid process. The destr 
tion of this fat causes the liberation of various 1 
substances, and after that a conspicuous foreign | 
type of granulomatous reaction that may quite 
shadow the genuine tuberculous reactions. [| beli 
that a great deal of the reason for the use of the ter 
“tuberculoid’” in describing the reaction in eryther 
induratum is due to this necrotic and 
the activity of the tubercle bacillus itself. I have s 
classic tubercles well out in the periphery of the les! 
whereas in the more central, fatty parts the react 
was that which most histologists emphasize and w 
they call “tuberculoid.” 


not 


process 


Dr. HAMILTON MONTGOMERY, Rochester, Min: 
Michelson and I were agreed on the major poi 
although we may differ as to the importance oi cer 
pathologic classifications. As Dr. Weidman said 
one can have his own classification and yet 
the disease and treat and care for the patient 
same way as some one else. 

In studying a given case of cutaneous tube 
one should not depend on the clinical appearance 4! 
or, on the other hand, on a single laboratory rep 
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is a histologic study, tuberculin reactions, 
ic findings or inoculation of guinea pigs. 


7 

:. tant to correlate all data in any given type 
s tuberculosis. 

n illustrated a case of lupus vulgaris in 


histologic structure in one area resembled 

US at OD oy of id and in other areas revealed considerable 
ecrosis and simulated closely the histologic 
stics of scrofuloderma. I have also seen such 
The pathologic criteria which I laid down 
“rupt s ago (Histopathology of Various Types of 
luberculosis, ARCH. DERMAT. & SypnH. 35: 
|] 1937) took cognizance of the fact that lupus 

es not run true to form in all cases. In a 

ent study of erythema induratum and allied conditions 
O'Leary and Dr. Barker, we found that of 
ises which were classified as cases of erythema 
So juratum on the basis of clinical and laboratory studies, 
per cent showed specific tubercle formation. In 
Paper ther 30 per cent there were no classic tubercles, 
gran ® th central caseation and zones of epithelioid and giant 
thor ; and lymphocytes. Rather, there was a tuberculoid 
with irregular collections of giant cells, in- 


er ¢ foreign body giant cells and epithelioid cells, but 
eing 1 t the regular pattern of a definite tubercle. Re- 
System (eat ecimens for biopsy in 1 case failed to establish 
Isease ‘yf gnosis of tuberculous erythema induratum, which 
rig g lly proved with the inoculation of a guinea pig. 
r 5 lassification which Drs. Michelson and Laymon 
Se fiBbave presented is a clinical one, directed toward prog- 
4 treatment, and with which, irom this stand- 
istel point, | am in entire accord. 
De. A. RostENBERG, Washington, D. C.: As I under- 
x “Hand the paper, the authors think that the best method 
see Hi classification is to consider the clinical characteristics 
7 mo to label the tuberculoderma according to these char- 
‘ Mectcristics and then to prophesy the ultimate course of 
i natosis from that label. It seems to me that 
Mus is somewhat fallacious. After all, what determines 
= 1 1] characteristics of any tuberculoderma or, for 
t t ter, any entity? It is the response of the body 
Me le to the causal agent, which in this case is the 
Bubercle bacillus. 
sal he same thing that determines the particular appear- 
ee : the tuberculoderma for any patient determines 
Bic prognosis and is in a sense really the immunologic 
; 1 that patient. 
1 @g the use of the term “immunologic aspect of the 
rae lermas” the authors mean only the tuberculin 
destr mst, | can quarrel with them. Naturally, just from the 
ae n of a small amount of tuberculin into the skin 
i Mi reading of that reaction twenty-four to forty- 
“heli ¥ rs later one is not in a position to classify 
et sis and to predict what will happen one week 
nibs 4 ul oF ten years irom the time the test 1S made. 
— -! s only one small fact in the whole immunologic 
mae he whole immunologic picture, the dermatosis 
“Tecio i the time of examination, the reaction to tuber- 
st | the prognostic implications are all inter- 
ft peat herefore, it would seem to me that we are 
: } ing our thinking unless we view these factors 
“ 1c processes, and in that respect I think that 
a | u will recall an article written several years 
aes a the late Dr. Moses Scholtz, which was called 
namics of Cutaneous Morphology” (Arcn. 
SyPH. 33:605 [April] 1936). I think that 
7 a of view that must be taken with regard to 


esses, 
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Dr. Ropert BrRANpt, Cincinnati: A few years ago 
complement fixation tests were performed on patients 
with tuberculosis of the skin. From the results obtained, 
helpful hints might be derived for classification. There 
was a striking difference in the frequency of positive 
reactions among patients with different types of der- 
matologic tuberculosis, ranging from almost 100 per cent 
for patients with papulonecrotic tuberculids to 30 per 
cent for patients with lupus vulgaris and none at all for 
patients with glandular tuberculosis. The percentage 
in cases of erythema induratum, of rosacea-like tuber- 
culid and of similar diseases was between 80 and 30 per 
cent. One may assume that fundamental biologic differ- 
ences are mirrored in these wide variations of serologic 
reactivity. In accordance with Dr. Montgomery's decla- 
ration that the whole immunologic aspect rather than 
only one test should decide the classification of tubercu- 
lous cutaneous manifestations, I think that serologic 
reactions should prove especially valuable. 

Dr. HENRY E. MICHELSON, Minneapolis: Dr. Nom 
land states that he sees so few cases of tuberculosis of 
the skin that he feels that we all need help in dealing 
with the problem. I quite agree with him, because none 
of us see enough of this condition to feel entirely 
certain about the findings. That is the very reason 
that we have been trying to get a classification that 
pleases us, so that when a case is encountered we will 
be able to place it in a general group and then study 
the details later, for more accurate knowledge. 

Dr. Weidman asked the reason for basing our classi- 
fication on the clinical approach. We feel that that was 
the only approach which was at our disposal, for if we 
made a conclusion based on anatomic location errors 
would be very frequent; for example, not every tuber- 
culous lesion on the face is rosacea-like tuberculid and 
not every tuberculous lesion on the leg is erythema 
induratum. 

Dr. Weidman is correct in that the tuberculoid struc 
ture in erythema induratum, for example, is a reaction 
against fat necrosis; however, this is not due to injury 
of the fat but to inflammation. We have used the term 
“fat replacement infiltrate’ in describing the changes 
that take place in erythema induratum. 

Dr. Laymon and I have discussed the use of the word 
“hematogenous” as used by Gans, and we feel that one 
should not use this term in relation to tuberculosis of 
the skin, because one does not know that the bacilli 
arrive at a certain spot by way of the blood stream 
We have been more willing to use the term disseminated 
and localized rather than hematogenous and _ localized 

Dr. Rostenberg objected to our making our classifi 
cation on the basis of clinical observation. We have 
been more concerned with the way in which the patient 
combats the disease than with a discussion of his sens! 
tivity to tuberculin, because sensitivity is not, in many 
cases, an indicator of the resistance of the patient 
Many times we have seen forms of cutaneous tubercu 
losis in which, on the basis of the lesion and the patient's 
sensitivity to tuberculin, one would state that the prog 
nosis was good, but after observing the patient over a 
period, we have seen fatal results where least expected 
[his is a matter of resistance, and to me it 1s important 

We proposed this mode of approach, and we feel that 
than on so 


it is based more on logical conclusions 
variable a thing as sensitivity to tuberculin, and we 
furthermore believe that the morphologic characteristics 
and the clinical course are important. 
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EXTRAGENITAL SYPHILITIC INFECTION IN) NEGROES 


H. H. HAZEN, 


WASHINGTON, D. C. 


Since my connection with the Howard Uni- same results. Kampmeier* gave the lates 
versity College of Medicine, that is, during port, stating that in the Vanderbilt Univer 
thirty-three years, I have made a record of Hospital Clinic the percentage of extrage 
every Negro patient observed with dermatologic chancres was 5.5 per cent. 
disease or syphilis. Even though it is admitted that extrage, 

One of the most striking observations of this infections are greatly decreased because 
study has been the paucity of early syphilitic present absence of (1) vaccination 
infection with extragenital chancres. All told, (2) eustachian tube catheterization char 
there have been seen 600 patients with chancres (3) wet nursing chancres and (4) circume: 
and 3,100 with early secondary lesions; each  chancres, the fact still remains that appr 
of the latter was investigated for the site of mately 5 to 5.5 per cent of all infections 
the initial lesion. Only 19 extragenital chancres  clusive of congenital ones, are extragenita 
were found. Of these, 12 were situated on the Should one desire to pursue the questio: 
lips, 2 on the tonsils, 1 on the tongue, 1 on the innocent infections still further, it may 
breast, 1 on the finger and 2 in the groin. In marked that the percentage of congenital 1 
addition, there was 1 on the base of the penis, tions in Negroes is 3.6 per cent, as com 
which can hardly be classified as extragenital. with 5.2 per cent m white persons.‘ [1 
This gives the percentage of extragenital chan- be noted that this is the percentage of 
cres in this series of Negroes as 0.51. Two cases of syphilis discovered and does not : 
other patients with extragenital, exclusive of to the total number of cases in the races 
congenital, infections were seen. One was a_ should also be remarked that in the white r 
patient with transfusion syphilis, and the other at least 20 per cent of syphilitic women 
was a young surgeon who was inoculated through infected by their husbands.? How many 
a slight cut of the hand while operating on a are infected by syphilitic wives is not yet de 
mined—possibly 1 per cent. 

It is obvious that 25 per cent of all syphil 
white women are infected through no fault 
their own. It seems certain that at least 6 p¢ 
cent of the infections in white men are imnocer! 
When one adds the number of instances ot ( 
genital syphilis, even though one admits 


patient with acute secondary syphilis. There was 
no initial lesion. 

A comparison of these values with the values 
for extragenital infections in white persons seems 
necessary for two reasons: First, many syphi- 
lologists are ignorant as to the number of these 
infections, and, second, the seriousness of extra- 
genital infection is not appreciated in many 
quarters, especially religious ones, which. still 
hold that syphilis is a result of moral lapse. 


they are on the decrease, exclusively becaus 
good public health teaching and_ practice, 
certain that some 10 per cent of all infect! 
in the white race are not due to illicit sexu 


Solomon and Solomon! devoted several pages. 
intercourse. Unfortunately, there are no figu 


to this subject. These authors gave a fairly 


Tee . . to show the number of innocent infections 
complete bibliography of articles relating to 


the Negro race, with the exception of ext 
genital and congenital ones, which add 
trifle over 4 per cent. 


extragenital chancres up to the date of publi- 
cation, including the statistics of Bulkley, Porter, 
Montgomery, Pusey, Nichols, C. Morton Smith, 


Scheur and Vedder. A study of these statistics 1911 R Street Northwest. 


reveals the probability that extragenital chancres of. 2 St. 
> yph 
constituted at least 5.5 per cent ot the total num- Mosby Company, 1928, p. 78. a 
ber of extragenital infections. 3. Kampmeier, R. H.: Essentials of SY 
azen ~ Nas reported the studies of Fournier, 4. Wenger, O. C.: Chicago Syphilis Cont 


Cole and Schamberg, which yielded about the gram, in Annual Report, United States Public Hi 
Service July 1, 1940—June 30, 1941. 


1. Solomon, H. C., and Solomon, M. H.: Syphilis of 5. Fournier, A.: Treatment and Propliy'ax 
the Innocent, United States Interdepartmental Social Syphilis, New York, Rebman Company, 1906, p. 22 
Hygiene Board, Washington, D. C., 1922, pp. 188-195. Hazen, H. H.: Unpublished data. 
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SEMBLANCE OF ELASTIC TISSUE TO MYCELIUM IN POTASSIUM 
HYDROXIDE PREPARATIONS 


M.D., and Maurice C. 


GREEN WOOD, 


WALTER 3S. GREEN, SHEPARD, M.S. 


MISS. 
vice in the field of medical mycology may be 


eived by potassium hydroxide preparations 
gs of skin which extend down into the corium. 


mycelium of fine, nonseptate, intertwining and branch- 
ing hyphae. Although elastic tissue fibers are known 
to vary in thickness from a fraction of a micron to as 
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Vhotomicrograph (x 100) showing elastic tissue fibers in normal skin as prepared by digestion with 5 per 
ssium hydroxide solution and heat. Minute shaving was made parallel to the surface of the skin and 
C lown into the upper part of the corium. 
ye . mens contain elastic tissue fibers which with- much as 11 microns in diameter, they appear decep- 
re tion by potassium hydroxide and heat. The tively uniform in potassium hydroxide wet mounts. 
wy s of specimens examined in dermatologic The fluorescence of the elastic tissue fibers under ultra- 
= r ich as scales, scrapings and peelings of epi- Violet radiation may serve further to confuse the ob- 
ne, naturally do not contain elastic tissue. server. Nothing resembling spores is present. 
‘6, I iw power, high dry or oil immersion mag- Dr. George M. Lewis and Miss Mary E. Hopper 


he elastic tissue fibers appear to be a dense 


enlightened us as to the identity of this artefact. 
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RINGWORM OF THE 


EmMANUEL MuskKatTBLit, M.D., AND NATHAN A. TARGAN, M.D., New York 


Cases of ringworm oi the eyebrow are rare and are 
worth reporting. A white boy, aged 9 years, presented 
what looked like a patch of tinea circinata over the 
left eyebrow. The lesion was annular, about 3 cm. in 
diameter, with a slightly raised erythematous and scaly 
border and a center of almost normal skin. The hairs 
of the eyebrow seemed normal under ordinary light. 
Under Wood light, however, many of them showed 
yellowish-greenish fluorescence along their entire length. 
In addition, there were several erythematous and scaly 
lesions on the leit nuchal area and a large focus on the 
left occipital area of the scalp, all with long fluorescent 

From the Department of Dermatology and Syphi- 
ology, New York University College of Medicine, and 


he Third Medical Division (New York University), 


evue Hospital, service of Dr. Frank C. Combes. 


DERMATOLOGY 


AND SYPHILOLOGY 


EYEBROW 


hairs. The patch on the scalp was visible o: 
Wood light and was unnoticeable under ordir 
because there was neither erythema nor s 
the hairs were not broken off short. Micros 
amination o: hairs from the eyebrow and fron 
revealed a microsporon, and the cultures from | 
duced Microsporon audouini. 

This case demonstrates the importance of 
nation by means of filtered ultraviolet rays, w!} 
involvement of hairs by microsporon whe: 
light fails to reveal any changes of the hairs 
skin itself. It is also suggested that during ex 
for ringworm Wood light should be directe 
toward the patient’s scalp but toward the fac 
is done systematically, it is possible that th 
of ringworm of the eyebrows will be found t 
than it is believed to be at the present time 
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ONE HUNDREDTH ANNIVERSARY OF 
THE FIRST AMERICAN TEXT- 
BOOK OF DERMATOLOGY 


Editor:—American dermatologists should 
a moment during the present mad rush of 
tribute to the memory of Dr. Noah 
formerly of Cleveland and Cincinnati, on 
indredth anniversary of the publication of his 
the first American textbook of 


pay 


ich was 
ster's excellent book, “A Synopsis of the 
Kimptoms, Diagnosis and Treatment of the More Com- 
Important Skin was published in 

45 having been printed in Cincinnati by Shepard and 
r Thomas Cowperthwait and Company, of 


Diseases,” 


la 

“History of Dermatology” said that 
Vorcester (1812-47) was evidently a man of 
bility. Although he had to work his way, he 
}. of Harvard (1832), an M.D. of Dartmouth 
nd in 1841 he went to Paris where he studied 
st. Louis Hospital for about eight months. He also 
n London and elsewhere in Europe for two or 
ears. He was a pupil of Laennec and was re- 
| by his contemporaries in Cincinnati and Cleve- 
. leader in pathology and ‘the best trained man 
ission and auscultation in America.’ His un- 
leath from pulmonary tuberculosis in 1847 was 
| as a great loss.’ Pusey said further that 
reester, at the time that the book was published, 
fessor of physical diagnosis and general pa- 
gy of the Medical School of Cleveland, though 
isly he had served as a professor in the Medical 

Ohio. 
to Worcester’s book on dermatology he 
“it is a large octavo volume containing 292 
xt. The sixty colored illustrations are quite 
s those in contemporary European publications 
have been of European make. He ac- 
his indebtedness to the European masters 
and Wilson to Rayer and Gibert, but his 
s firsthand knowledge of dermatology. It 
size of Bulkley’s American edition of 
nave’s anual (1852) and it does not suffer by 
with it. His descriptions are clear, show 
with the subject and a temperate and scien- 
Although published in Philadelphia, it 
not attract attention because the older 
hardly prepared to expect a useful book 
matology to come out of a western outpost like 


his 


probal lid 


Worcester brought with him to the then frontier 

i Ohio the teachings of Harvard, Dartmouth and 
Europe’s great clinics and teachers. Un- 
a picture of him could not be found after 

gent search. 

made 


one 1s 


writing are of 


through Worcester’s book, 
while many aspects of his 

dermatology as it is known today was 

¢ its beginning. The bacteriologic aspects 
s disease were unknown, but fungi are given 


se of favus, and the acarus of scabies is 


described and is well illustrated, as is Demodex follicu 


lorum. His descriptions of cutaneous lesions are clear 
and concise. The suggestions for therapy have a 
modern turn but with a definite leaning to purges, 


leeching and tonics. 

However, he chided some of his contemporaries as 
the following quotation shows: “ frequently no 
attempt is made to adapt the treatment to the character 
or stage of the disease, and consequently we ought not 
to at the result; it 
physician incapable of giving the pathology of a single 
eruption; 
eases is confined to some four or five vulgar unmeaning 
names, as ‘Salt Rheum,’ ‘Tetter,’ and possibly ‘Herpetic 
Eruption ;’ whose whole medical ammunition for their 
cure consists of some half dozen remedies, administered 


wonder is often directed by a 


whose whole vocabulary of cutaneous dis 


externally and internally according to some whim or 
fancied specific power, as Cream of Tartar, Sarsaparilla, 
internally to ‘purify the blood;’ Arsenic, Sulphur, Cor- 
rosive Sublimate prescribed internally as ‘alterants,’ and 
and irritating sub- 
still with 
more irritating rancid lard, under the form of salves 
and ointments, intended to be applied externally ‘to 
dry up the humor.’ 

“The great that the treatment of cutaneous 
diseases has generally been attended with little 
success, is that we prescribe for them too empirically, 
and not pay sufficient attention either to the 
pathology or to the stage of the eruption.” 

I believe that the readers of the ARCHIVES OF DERMA- 
rOLOGY AND SYPHILOLOGY will find the book interesting 
and through it will be able to go back a hundred years 
to the dermatologic problems of that time. The book 


externally ‘stimulants ;’ some 


stances made into washes, or 


as 


worse, mixed 


reason 


so 


do 


may be borrowed from the Library of the Surgeon 
General of the Army, Washington, D. C. It is copy 
no. 107017. 

Thus, the year 1945 marks another anniversary in 


American medicine. We who are interested in derma- 
tology are especially proud of the excellent textbooks 
on dermatology that have come from the United States 
during the last one hundred years. 

Dr. Noah Worcester’s the 
the pioneering work of men such as he and gives to 
this of inspiration and a 
challenge. 


work recalls from past 


generation dermatologists 


JAMEs Quincy GANT Jr., M.D., Bethesda, Md. 


‘VITAMIN B COMPLEX FOR VITILIGO 


To the Editor:—About four years ago I prescribed 
vitamin B complex capsules, fortified with nicotinic 
acid, thiamine hydrochloride and riboflavin, and hydro- 
chloric acid for 2 patients with mild pellagrous derma- 
titis. Both of these patients also had a long-standing 
vitiligo. Since this medication made them feel so much 
better, they continued taking the preparations. Over a 
year later these patients consulted me for unrelated 
conditions and during the consultation mentioned casu- 
ally that their vitiligo had entirely cleared. 

I therefore decided to try this therapy in other cases. 
Up to the present time I have had 14 patients report 


results. Seven of these reported that their eruptions 


had cleared entirely, and 2, that there has been decided 
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improvement. All these patients were given 2 capsules 


of fortified vitamin B complex and 10 minims.(0.6 cc.) 
of dilute hydrochloric acid after meals. All took the 
medication from one to two years and continued it in halt 
the dosage after their eruptions cleared. Of the other 
5 patients who reported, 3 took the medication only at 
intervals, as they would often forget. Any improve- 
ment in these patients was doubtful. One patient dis- 
continued the treatment because he developed a distaste 
for it, and the fifth discontinued because a definite 
idiosyncrasy to the vitamin B complex had developed. 

At the present time I have over 30 patients taking 
this treatment, though each uses different preparations 


in different dosages. However, I thought it best to 


DERMATOLOGY 


AND SYPHILOLOGY 


report the results in these few cases so that 
continue investigations along these lines. 

On further investigation it may be found t 
doses of vitamin B complex orally or by inj 
give better and quicker results or it‘may be 
which component or components are respons! 
results obtained. Also, it is probable that 
chloric acid acts in conjunction with the 
complex to make it more easily assimilated, 
have a good effect in itself. These are quest 
will have to be answered by time. 


J. C. Hatuaway, M.D., Spokar 


407 Riverside Avenue. 


Obituaries 


JOHN HARPER 


larper Blaisdell, 58 years of age, died 
a n Oct. 25, 1944. 
th in 1907 and from the Harvard Medi- 

1911. 
« ofiicer at the Massachusetts General Hos- 
July 1 to Dee. 31, 1911 and then as a 

of the dermatologic staff from 1916 to 


He graduated from 
He served as dermatologic 


School in 


He also taught during 
School as 


resigned. 
Harvard Medical 
instructor in 


en he 
d at the 


and as dermatology 


OHN HARPER BLAISDELL, 


1887-1944 


M.D. 


is internship Ehrlich’s “606” began to 
venerally available, and Dr. Blaisdell had the 
opportunity of being one of the first physicians 
his country to administer arsphenamine. He 

Iso one of the first dermatologists in New 
ngland to make use of radium for cutaneous 


Dr. Hlaisdell’s particular medical interest and 


greatest. contribution was industrial 
logy. He appeared frequently before the 

Accident Board, and he was sought 
ous Insurance companies and employers 
ns concerning patients with cutaneous 
issociated with occupational causes. He 


is Interested not only in the correct diagnosis 


BLAISDELL, 
1887-1944 


M.D. 


and a just settkement in each case but in the 
intricacies of the rules and laws which were pre- 
sented in connection with the case. [lis numer- 
ous reports in this field were clear and logical 
and often were expressed in striking phrases to 
emphasize special features of the case. 

He had been successively secretary, vice presi- 
dent and president of the New England Dermato 
logical Society. He was a_ specialist certified 


by the American Board of Dermatology and 


Syphilology and a member of the American 
Dermatological Association since 1930. He was 
consulting dermatologist for several hospitals in 
and near Boston. 

He had other had 


been a director of the Associated Hospital Service 


numerous interests. He 
Corporation since its inception, in 1937, having 
been elected to this post as 4 representative of 
the Massachusetts Medical Society. He attended 
its meetings conscientiously and contributed 
actively to the success of the Blue Cross and 
Shield. 
many vears and as a member of the public rela- 
Medical 


Society he was active in clarifying the relations 


Blue lurthermore, as a councilor for 


tions committee of the Massachusetts 
between the Society, its members and the public. 


In recent years, as a member of the by-laws 
committee, he had an important part in formu- 
lating the by-laws under which the Society now 
operates. He had also been president of the 
Kast Middlesex District Medical Society. 


home town of Winchester he was much interested 


In his 


in civic affairs, having served as chairman of the 
finance committee, a member of the Board of 
Joard of Health 


His large stamp collection and 


Selectmen and chairman of the 
for many years. 
his studies in genealogy occupied many hours of 
his spare time. 

Dr. Blaisdell was an excellent dermatologist, 
an able teacher and a forceful witness in court 
and before the Industrial Accident Board. He 
loved an argument; he was given to strong con- 
victions, and he was capable of expressing him- 
self forcefully and logically. His place in the 


community will be difficult to fill. 
C. Guy Lane, M.D. 
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Abstracts from Current Literature 


Epitep BY Dr. HERBERT RATTNER 


Acute YELLOW ATROPHY OF LIVER IN Earlty SYPHILIS; a massive development of collagenous tissu 


4 Case Report witH SUMMARY OF THE LiITERA- rounds nests of plasma cells and lymphocyt 
TURE. MartHa F. Leonarp, Am. J. M. Sc. 208: = of ‘traditional teaching, the authors remark 
461 (Oct.) 1944. cases removal of lymph nodes underneat! 

granulomatous involvement with this diseas 


After listing the mechanisms for the occurrence of 


involvement of the lymph nodes to  substantiat 
jaundice in early syphilis, Leonard discusses the simul- : 


viewpoint. 
taneous occurrence of acute yellow atrophy and syphilis 


Since the introduction of the use of arsenicals, there 
has been considerable increase in the number of cases 
of acute yellow atrophy associated with early syphilis, 
but there is said to be only 1 report of such an occur- 
rence following treatment with oxophenarsine hydro- 
chloride (mapharsen). Leonard points out that clin- 
ically acute syphilitic hepatitis differs little from acute 
catarrhal jaundice and that acute yellow atrophy asso- 


They propose an adaption of Haltv’s cl 
and description of clinical symptoms: first, 
form, second, an ulcerovegetative form (whi 
come secondarily infected), third, a form cl 
by hypertrophic lesions (with or without ele 
and fourth, a cicatricial type. Systemie sympton 
usually slight or absent unless there is secondary 
tion, de ep ulceration, rectal stricture or extens 


ciated with acute syphilis is no different clinically from the process to the oviducts or ovaries. 
that of other causes. Her patient was a 15 year old favor the use of antimony and potassium tartrat 
state that fuadin can be used in cases in whi 


girl, in whom jaundice developed shortly after a 
secondary syphilitic eruption and progressed to acute 
yellow atrophy of the liver, death occurring about a 
month after the onset of jaundice. A typical Herx- 
heimer phenomenon developed after the first injection 
(0.015 Gm.) of oxophenarsine hydrochloride and a 
bismuth compound, and a much milder one occurred Use oF FLuorescern METHOD IN ESTABLISHM 


former drug cannot be tolerated because of 

or in cases in which it has failed. Treatment 
be continued for at least two months after 

healing, in order to avoid relapse. 


after the second injection (0.03 Gm.) of oxophenarsine DIAGNOSIS AND PROGNOSIS OF PERIPHERAL \ 
hydrochloride. Leonard reviewed reports of 31 cases LAR Diseases. Kurt Lance and Linn J] 

of syphilitic hepatitis with jaundice in which arsenical Arch. Int. Med. 74:175 (Sept.) 1944. 
therapy brought about rapid clearing of the jaundice. Lange and Boyd report some interesting observa 


Not a single instance wa found in which the use of rhey demonstrated that fluorescein when injected is 
arsenic in the presence of jaundice resulted in acute venously can be made visible on its arrival 


yellow atrophy of the liver. In spite of the fatal out- small blood vessels of the skin and mucous membr 
come for this patient, Leonard believes that the evi- by a beam of long wave ultraviolet radiatior 
dence gathered from the literature justifies the use of degree of fluorescence depends on the amount 
arsenicals for acute syphilitic hepatitis. flowing through that part of the body. 
The method was of value in the study of 

GRANULOMA INGUINALE (A RevieEW OF PROGRESS). thrombotic occlusion, arteriosclerotic disease 

Harry PartseR and HerMAN BeerMAN, Am. J. spastic disorders. Ulcers of the leg from 

M. Sc. 208:547 (Oct.) 1944. vein can be judged as to the outlook for healing 


skin grafting. Syphilitic ulcers of the leg have a sp 


Pariser and Beerman state that much credit must be : 
picture in the fluorescein test, which distinguis 


given to certain persons and groups for their tireless 
efforts and prolonged study which have led to the 
better understanding of granuloma inguinale but that 
many others have also contributed. In a discussion of | “\DENOMA OF APpocRINE SWEAT GLANDS (HID: 

etiology, the authors remark that most authorities are NOMA) OF THE ANAL CANAL. WILForD L. Co0'd 
in agreement that the Donovan organism, even though it and Joun R. McDonatp, Arch. Path. 38:5 
might prove not to be etiologic, is of high diagnostic (Sept.) 1944. 


irom varicose ulcers. 


value in that it is constantly associated with the disease Cooper and McDonald describe what they 
process; they quote the conclusion of the Georgia group to be the first reported case of a neoplasm of the 
that the Donovan bodies are ve tissue parasites arising from apocrine sweat glands, though McDot 
to man. 7 hey discuss at length the various methods previously reported the first description of a vu 
for identification of the organism. neoplasm whose origin could be definitely traced ' 


Although descriptions of the clinical processes pro- apocrine gland. 
duced by granuloma inguinale are varied, there is cer- 


tain unanimity of opinion concerning the histologic EMBEDDING ELIMI 
changes which permit specific diagnosis from clinically spy Use or A WATER-SOLUBLE SYNTHETIC PLAS 
suspected lesions. Von Haam and D’Aunoy state that Vircinia LUBKIN and Mary CARSTEN, Arch. | 
in the histologic picture of acute granuloma venereum 38:229 (Oct.) 1944. 
there is a nonspecific highly vascular granulation tissue 
which follows a brief preliminary stage of subcuta- Lubkin and Carsten point out some of the 
neous infiltration and which has no characteristic ap- tages of the common methods of preparing tissue 
pearance. In the chronic hypertrophic lesions there is microscopic examination. They report successful 
120 
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tic resin polyvinyl alcohol as an embedding 
ivantages currently are due to a consider- 
in the number of manipulations to which 
subjected and to the fact that the lack of 
dehydration saves the scant supplies of 


other hydrocarbons. Furthermore, the 
to obtain fat stains from standard tissue 
, sents a step forward. 


xp CARCINOGENESIS. I. BERENBLUM, Arch. 


38:233 (Oct.) 1944. 


Research 
h- 


Xt from the Oxford University 
e British Empire Cancer Campaign, 
t thorough and learned discussion of the rela- 
n irritation and carcinogenesis. For this 

lefines irritation as “unphysiologic stimula 
heing potentially destructive, elicits a con- 
reparative hyperplasia.” This leads to 
first, an inquiry as to whether all 
and whether all carcinogens 

and, consideration of the 
hetween hyperplasia and neoplasia and. be- 
lastic hyperplasia and ordinary (repara- 
lasia. After thorough discussion, he con- 
not all irritants are potentially carcinogenic. 
a physical nature, various 
all irritant by any defi- 
term. If by “irritation” meant the 
r com tion of a continued state of reparative hyper- 
nl: is the meaning as defined in this review, 


is 


carcinogenic 
second, basic 


ndar 


it carcinogens of 
Ot freezing. ete., are 


is 


direct carcinogens without exception are 


1 Berenblum notes that the question is 
stated: “Is irritation the of 
ition?” His consideration of the problem 

n the assumption that any effect irritation 
Me t have on carcinogenesis is through the reparative 
sia which it induces. From known facts it is 
that hyperplasia is an essential precursor of 
4 Only some, not all, irritants are carcino- 
ge lheretore, preneoplastic hyperplasia must be a 
biologically (and, it claimed, even 
distinct from ordinary reparative 
sia. Carcinogenesis is probably not a_ single 
ut consists of several component phases, which 
lissociated; hence in discussing the role of 
carcinogenesis it is necessary to inquire 

t Sp g in irritant can be responsible for some of the 
: even when it cannot produce them 
i nly carcinogenic irritants can produce preneo- 
perplasia, but once it is produced, a benign 

he made to appear at that site and a tumor 

can have its progress to carcinoma 
the action of a variety of noncarcinogenic 


aL Vas ncelusior 


vhen cause 


1s 


gically) 


ases, 


n 


(QESERVATIONS ON THE RELATION OF THE Ey! 
ITY IN EXPERIMENTAL SypuHitis: II. Tut 
NT OF IMMUNITY AFTER PRIMARY INTRA- 
INocULATION; III. THE INFLUENCE OF A 
INFLAMMATORY REACTION THEI 
ON THE DEVELOPMENT OF IMMUNITY IN 
AFTER INTRATESTICULAR INOCULA- 
LAN M. Cuesney and C. Woops, 
Med. 80:357 (Nov.) 1944. 


rimental studies, Chesney and Woods con- 
inoculation of the cornea of rabbits with 
often followed by the development 
the homologous strain of organisms. 
is imparted to the skin to a greater 
the cornea inoculated originally or the 
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opposite, uninoculated, cornea. It persists after treat- 
ment with arsphenamine. It appears to be greater the 
longer treatment is postponed. In two thirds of the 
animals there developed in both the skin and the cornea 
after a primary intracorneal inoculation a high degree 
] inoculation with homol- 
syphilitic 


second 
syphilitic virus, but f the 
cornea does not always impart to the cornea itself an 


of resistance toward a 


ogous disease ¢ 
absolute immunity to reinoculated homologous virus. 
There was a tendency for corneas into which had 
been injected dead tubercle bacilli to be more refrac- 
tory to subsequent inoculation with homol 
syphilitic virus than the corneas of the same 
that had not received injections of dead tubercle bacilli. 
In the latter study the inoculation with tubercle bacilli 
brought about a nonspecific inflammatory reaction with 
resultant vascularization, the intention being to find out 


ogous 


a 
animals 


whether such vascularization would render the cornea 
more resistant to inoculation with the homologous strain 
of syphilitic virus. The results were interpreted as 
suggestive evidence that in the syphilitic rabbit there 


develop circulating antibodies against the homologous 


strain of Treponema pallidum. 


Lyncn, St. Paul. 
NEUROSYPHILIS AND THE OcuLiIstT. ALBertT C. Espo 
sito, M. Bull. Vet. Admin. 21:51 (July) 1944 


In a series of 218 cases of neurosyphilis it was found 
on preliminary examination that 14 patients had some 
of the optic nerve field 
contraindicated tryp 
total of 204 pa 
al of 26 presented 


impairment, such as atrophy 
failing vision, which 
Of the remaining 


defects or 
arsamide therapy. 
tients who were given this drug, a tot 
symptoms of drug toxicity involving the optic nerve 
Of this total, the symptoms developed in 11 patients 
during the first course of tryparsamide and the symp- 
15 patients during the subsequent 


toms developed in 
courses. In general, most reactions occurred between 
the third and seventh injections of each course of treat- 


ment, and reactions do occur after the initial course 
of the drug. 

It is obvious, therefore, that patients with neuro- 
syphilis should have the benefit of collaboration between 


the oculist and the syphilologist. RATTNER. Chicago 


PROPHYLAXIS AND TREATMENT OF 
INrecTION. ARMAND J. PEREYRA and 
S. Nav. M. Bull. 43:189 (July) 


EXPERIMENTAL 
CHANCROIDAL 
SimEoN Lanny, U. 
1944. 

To study the effect of penicillin on experimentally 
produced chancroidal infections in human beings, the 
authors inoculated 3 patients who were receiving penicil- 
lin for other diseases with material prepared from 
freshly isolated strains of Hemophilus ducreyi. The 
first patient received 10,000 units of sodium penicillin 
every three hours for a total of 600,000 units in seven 
days, and the second and third patients received 5,000 
units every three hours for a total of 600,000 units in 
fourteen days. In all the patients the lesions developed 
more rapidly and extensively than in those not receiv- 
ing this drug. All lesions healed readily with sulfa- 
thiazole. 

The authors believe that the rapid development of 
chancroidal lesions in the patients treated with penicil- 
lin was due to the lethal effect on the susceptible 
contaminants, thereby facilitating the establishment of 
the ducrey organisms. When a chancre fails to heal 
under penicillin treatment, failure may be due to a 
mixed infection with H. ducreyi, and treatment should 
be supplemented with a sulfonamide compound. 


Ropin, South Bend, Ind. 
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\ Cast oF Licht SENSITIZATION. Davin ERSKINE, 
Brit. J. Dermat. 56:195 (Sept.-Oct.) 1944. 


A case of light sensitization in an electric welder, 
aged 18, is reported because of the difficulty of treat- 
ment and because of the fact that the sensitization 
appeared to be of an unusual type. The patient first 
came under treatment for seronegative primary syphilis 
in June 1941. In the last few weeks of his first course 
of treatment scattered pustular lesions developed on 
the sacrum and thighs and a mild papular rash on 
the extensor aspects of the hands and forearms, which 
were exposed to the rays of the carbon are at work. 
The eruption on the arms was controlled by quinine 
in an ointment base applied locally, but a month later 
a more severe scaly erythema of the face and fore- 
arms necessitated admission of the patient to the hos- 
pital. Sensitization to light of a mild type, possibly 
esulting from exposure to the rays of the carbon arc, 
was suspected, although the association with the arsen- 
ical treatment caused some concern. Hepatic tolerance 
tests and other investigations showed no abnormality 
suggesting bismuth or arsenic intoxication, but it was 
thought desirable to postpone his second course of 
treatment. A test dose of radiation from a mercury 
vapor lamp produced an excessive reaction; the blood 
picture was within normal limits, and no increased 
excretion of porphyrin was found at any time. 

The patient left the ward after a month of treatment, 
but a relapse occurred within a few hours after his 
going into the open air, and a generalized furunculosis 
with an acute dermatitis developed on the exposed parts 
of the body. Treatment consisted of hospitalization and 
general tonic measures. He was discharged from the 
hospital only to reappear three days later with an acute 
edematous dermatitis of the face, forearms and hands. 
Treatment consisted of the administration of sulfapyri- 
dine internally, which aggravated the eruption. A tonsil- 
lectomy was advised, on the assumption that infected 
tonsils might be an associated factor. This was of 
only temporary benefit, because another relapse occurred 
after halt an hour in the open air. Concentrated 
vitamin A esters were administered, but this only pro- 
duced a reaction after each injection, and no improve- 
ment occurred after two months. Desensitization was 
next attempted with fractional doses of mercury vapor 
radiation. After six months two areas, each '% inch 
(1 em.) square, could be exposed for forty seconds 
at 90 cm. and the patient could go out into the fresh 
air a quarter of an hour before sunset without any 
reaction. This appeared to be the maximum tolera- 
tion. During the twelve months occupied by these 
treatments, two courses of treatments with injections 
of bismuth and one course of treatment with 30 cc. 
of diethylamine acetarsone were given without any 
deleterious effects on the eruption, and the Wasser- 
mann and Kahn reactions of the blood remained 
negative. 

Further investigative work on this case showed that 
the patient was sensitive to the ultraviolet waveband, 
and therefore his case differed from the recognized 
light sensitization of adult type, in cases of which 
the patient is sensitive to rays of a wider band, in- 
cluding at least a proportion of longer wavelength. 
This case was further differentiated from the usual 
kind in that the adult type of sensitization is frequently 
associated with evidences of hepatic insufficiency and 
the subjects are not protected by quinine or tannic 
acid and are usually benefited by injections of con- 
centrated vitamin A esters. 
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SOME OBSERVATIONS ON SKIN-DISEASES 
ARMY IN INpIA. ALLAN BIGHAM, Brit 
56: 199 (Sept.-Oct.) 1944. 


The most common cutaneous diseases sec 
according to the author, are trichopl 
scabies. These two head the list in incid 
all season basis, but are leveled by prickly 
its frequent complications, and by tropical 
impetigo during the monsoon period. 

British troops suffer far more from t 
digitalis than do the Indian troops. The grt 
of Indian troops had not been accustomed 
boots before joining the army. Thus they hi: 
feet, and their toes are not malformed an 
together but are properly spaced, allowing 
dispersal of sweat and heat. 

sritish and Indian troops suffer equally 
cruris and tinea circinata, but, given equal 
it is much easier to clear the Indians of the 
disease than the British, because the pigment 
appears to stand stronger applications witho 
than does the white. 

Tinea circinata presents no diagnostic diff 
the initial surprise at the size of the lesion has 
off. It is not uncommon to see the whole chest 
abdomen of a large healthy soldier covered | 
lesion of tinea circinata. 

Scabies, the next most common cutaneous 
is practically never seen uncomplicated. — [1 
breach of the epidermis almost automatically r 
in secondary infection unless great care 1s taken 
difficulty of giving such care to troops on tl 
and in the jungles is easily understood. The: 
ecthyma is as common as scabies, and the more ser 
complications, such as lymphangitis, cellulitis 
fected lymph nodes, are frequent. 

The initial impetigo lesion 1s a true vesicle w 
instead of rupturing almost at once to form 
goes on to form a bulla. <A_ typical well 
lesion will show a layer of pus cells covered 
layer of serum in a flaccid bulla. It frequently st 
in the axillas or groins and in the sweat, frictior 


pressure afeas, and once begun it can cover large 
in a short time. It is by no means uncommon t 
prickly heat, bullous impetigo and tinea of all 
in the same patient, and in this association the 


spreads rapidly. 
BLUEFARB, Chicag 


CALCINOSIS UNIVERSALIS IN AN INFANT. B. SAN 
SANTIAGO and R. PererRAS, Arch. de med. inf 
(Jan.-March) 1942. 


The authors review the literature on calcinosis 
versalis, with special reference to the etiology, and f" 
sent a clinical case. A 14 month old white 
history of lumbar pain when lifted, generalized 
and fever reaching 39 C. (102.2 F.) at the ag 
months. On his admission to the hospital he | 
ous disseminated hard nodules and plaques, several 
abscesses and pronounced generalized spasticit) 
genograms revealed calcareous deposits throughot 
body. The blood chemistry was normal. 
slight anemia, with a red cell count of 2,900,(K") 
confirmed the diagnosis of calcinosis universa!!s 
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Presented 
Howarp Fox. 


Jewish housewife aged 39, first noticed a 
sensation in her chest about five months ago. 
suddenly and without apparent cause. She 
isly been in good health. She soon noticed 
iks on the front of the thighs and spent ten 
\ount Sinai Hospital (service of Dr. Isadore 


here a diagnosis of scleroderma was made. 


ption gradually spread until at present it is 


d, symmetric and profuse, involving the trunk, 
the upper extremities as far as the wrists and 
s. The hands, face and legs are unaffected. 

is yellowish, shiny and hidebound in the 
ireas. There is no tenderness on firm pressure 
nt complains of a burning sensation in certain 

itching in others. She looks and feels sick. 


unt Sinai Hospital, biopsy showed scleroderma. 


Its of other laboratory examinations at this hospital 


roentgenogram 


vas negative. 


The Wassermann reaction of the 
There was a moderate, simple 
\ chemical examination of the blood showed 
of sugar and 11.2 mg. of calcium per hundred 
blood and 17 King-Armstrong 
A urinalysis, electrocardiogram 
of the chest showed abnor 
metabolic rate was —7 per cent. 


follows: 


timeters of 
phosphatase. 
no 
The basal 


DISCUSSION 


) Wise: I agree with the diagnosis and should 


call attention to the possibility of involvement 


ngs in this disease. A roentgenogram of the 


should be made. 


\ 
\ 


BENSON CANNON: Dr. Fox has intimated that 


ification of scleroderma should be studied and 


and I think that equally careful thought 
given to the matter of treatment. A universal 
i involving the entire cutaneous surface, with 
sclerodactylia, is an entirely different prob 
itment from that of the manifestation of th 
ich one sees here today. In fact, a universal 
11s a very difficult and well nigh impossible 
cure, whereas [ should think that the prog 
is case is bright. I believe that this patient 
pond satisfactorily to 
well as a patient with morphea treated with 
plus, perhaps, some thyroid if it is found to 


} 


l, as most observers believe that it is. 


roentgen irradiation, 


\RD Fox: The chief point of interest in this 
rapid spread of the eruption within a few 
Ithough the sudden appearance was like that 
na adultorum, it was not preceded by any 
ther disease and pigmentation was present. 
t Dr. Cannon’s favorable prognosis will be 
\s for treatment, I have always been skeptical 
value of any specific treatment for this disease. 


sgeW YORK DERMATOLOGICAL SOCIETY A Case for Diagnosis (Psoriasis of the Palms and 


Soles; Keratoderma Climacterium?). Presented 


by Dr. GrorGe M. Lewis. 


Mrs. G. S., aged 66, first had a rash on the palms 
in mid January 1944. This gradually spread to involve 
the palms and soles and to a lesser degree the dorsa 
of the fingers. The affected skin is reddened and scaly, 
with many painful fissures, particularly near the joints. 
No evidence of cutaneous lesions is found elsewhere on 
the scalp or body. There is considerable pain, which 
the patient localizes in relation to the fissures and also 
in the joints. . 

DISCUSSION 


Dr. George M. MacKee: I am inclined to agree with 
the diagnosis of psoriasis. In my experience psoriasis 
which is limited to the hands and feet is apt to be ex 
ceedingly stubborn. It is likely to resist conventional 
remedies, such as chrysarobin and safe therapeutic doses 
of roentgen rays. I have tried everything that has been 
recommended for such patients, and as a rule I obtain 
best results with tar (3 per cent ointment 
locally) and ultraviolet irradiation or heliotherapy of 
the entire body every day (Goeckerman treatment). 

Dr. R. H. Ruttson: I agree with Dr. MacKee. In 
cases of this type I have sometimes had surprising suc 
cess with crude coal tar ointment. 

Dr. Howarp Fox: In treating other 
diseases of the palms with roentgen rays, one should 
radiosensitive 


crude coal 


ps¢ riasis or 


be extremely cautious, as this area is 
owing to the lack of sebaceous glands. An eruption 
like this would be suitable for ointments ot 
chrysarobin or dihydroxyanthranol, preferably covered 


strong 


by an impermeable substance, such as a rubber glove. 
I still treat some patients with obstinate psoriasis with 
autoserotherapy and think that, although the rationale 
of this procedure is hard to explain, it often increases 
the action of chrysarobin. However, I have obtained 
good results only when about 50 cc. of blood was taken 
and the serym obtained by centrifuging and injected 
intramuscularly. I have never any 
sults from autohemic therapy when small amounts of 
blood, such as 5 or 10 ce., were used. As stated in my 
article following the work of Gottheil and Satenstein 
(Human Serum and Blood in the Treatment of Psori 
asis and Other Skin Diseases, J. Cutan. Dis., incl. Syph., 
V. VY. 33:616 [Sept.] 1915), the good effects of taking 
EF cc. of blood may be due simply to the venesection. 

Dr. PAUL E. BECHET: 
psoriasis, but I feel more positive about it than thos« 
The lesions are typical of 


seen favorable re 


I agree with the diagnosis of 


who have discussed the case. 
psoriasis in that location, and in my opinion no other 
The age of the patient 
should not influence the diagnosis. I have not infrequently 


diagnosis seems plausible. 
seen psoriasis occur in elderly persons and have occa 
sionally observed even lupus vulgaris in patients over 60 

Dr. Eucene F. Travue: I believe that this patient has 
psoriasis of the palms and soles. Her eruption resembles 
the type which Dr. 
treatment because of the patient’s previous ingestion ot 
arsenic. Whether there is such a history in this casé 
I do not know, but Dr. Throne felt that not infrequently 
such patients were benefited by the administration of 
thiosulfate. Recently I have had excellent re 


Throne thought was rebellious to 


sodium 


123 


i 
ij ds 
the 
4 la 
er 
ser 
of 
x a 
tres 
hicag 1 
SAN Yy n ¢ 
q 
In! 11 4 1S 
¢ 
and 
‘ Dr 
ial 
1S 
R 
] 
ere 
Rbout ¢ 


124 ARCHIVES OF 
sults in some cases of involvement of the hand by using 
Duret’s balsam. This is a preparation difficult to make, 
but the Doak Company, of Cleveland, has made it, and 
it should be of great benefit in Dr. Lewis’ case. Duret’'s 
balsam consists of a mixture as modified according to 
the formula in the “Text-Book of Dermatology” by 
Darier: resorcinol, menthol, guaiacol, cadinene, precipi- 
tated sulfur, liquid wood tar, sodium borate, camphor, 
castor oil, glycerine, acetone and hydrous wool fat. 

Dr. A. BENSON CANNON: I am in agreement with 
the diagnosis of psoriasis, but I should be on guard for 
the possibility of its being lichen planus. I say that 
because of the isolated lesions on the palms, the type of 
scaling of the palms and the shiny beefy red papules 
on the fronts of the wrists. She also has a beefy red, 
smooth small tongue, a condition which is often spoken 
of being evidence of an avitaminosis. However, 
granted that fhe disease is psoriasis. the question of 
therapy comes up, and I repeat what I have stated here 
before. The only therapy I have ever seen that cleared 
a plantar and palmar psoriasis is injections of crude 
liver, a high caloric high vitamin diet, generalized ultra- 
violet irradiation and crude coal tar ointment. 

Dr. Grorce M. Lewis: It is interesting that no one 
suggested the administration of arsenic, which indicates 
that this drug is no longer as favored a remedy as 


as 


formerly. 
Onychomycosis Due to Trichophyton Purpureum. 
Presented by Dr. Grorce C. ANDREWS. 


a vesicular, crusted, scaly, eczematous, sharply demar- 


a man aged 23, has had recurrent attacks of 


cated psoriasiform eruption on the palms and soles of 
From the finger and toe nails, 
stippled, discolored and _ brittle 


four years’ duration. 
which are thickened, 
like the nails in psoriasis, I have repeatedly recovered 
masses of fungi, which on culture are Trichophyton pur- 
pureum. With the usual antiparasitic remedies, the 
cutaneous eruption has responded to treatment but the 
affected not. The nails have been treated 
with roentgen 10 per cent propionic acid in 
and lotions containing thymol, salicylic acid 


nails have 

rays, 
alcohol 
and iodine. 

The case 1s presented for therapeutic suggestions. 

DISCUSSION 

Dr. Greorce M. MackKee: Years ago I tried various 
forms of treatment for onychomycosis without en- 
couraging results—topical remedies, heat, roentgen rays 
avulsion. Even after avulsion the new nail was 
usually infected. Recently my associates and I have 
been removing the nail by blunt dissection and curettage 
and then treating the nail bed twice a day with applica- 
tions of modern penetrating vehicles containing a fun- 
gicide. Thus far the results have been satisfactory. 

Dr. Paut EF. Becuet: I should like to 
expression of opinion as to the therapeutic value of 


and 


get some 
roentgen rays in treating fungous infections of the nails, 
as my own experience has been somewhat contradictory. 
I have had unusually good results in some cases; vet 
in others there has been a recurrence a vear after an 
apparent cure, and in a few there was no response to 
treatment. 

Dr. Georce M. Lewis: I think that the point brought 
up by Dr. Bechet is interesting and can be explained on 
the basis of the organism that is causing the disease. 


I do not think that roentgen rays ever help T. pur- 
pureum infections, but they certainly do in Trichophyton 
gypseum infections. At New York Hospital total 
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avulsion of the nails under anesthesia has 
up. It is remarkable how much nail one 

with a scalpel without an anesthetic, and 1 
when the nails are crumbly. It takes about { 
to remove the nail, time well spent becaus: 
removes material that one cannot well treé 

tainly obviates the possibility of infection wit 
organisms. We follow up with 
dihydroxyanthranol or one of the strong fung 
get fairly good results. There are some re 
course, but this is the method we general! 
and have been using for some time. 


use of chry 


Dr. Howarp Fox: I intended to bring 
tion of avulsion of nails for the treatment of 0: 
cosis, in view of the recent statement made by 
(Caro, M. R.: Fungus Infections of the Foot, 
124:751 [March 18] 1944) that he did not 
this method because of the likelihood 
Avulsion of nails for ringworm or favus was 


ot 


carried out in a wholesale manner at Ellis Isla: 


time when a million immigrants were art 
year. As the patients would have been d 
treatment had been refused, they willingly sub 
avulsion of the nails under a general anesthet 
matrix was then treated with an escharotic, 
vented recurrence and also destroyed the regr 
the nails. 

I should like to ask Dr. Lewis’ 
value of constant scraping of infected nails, 
with the application of ointment of benzoic and 


( mn 


acid. 
is said to have cured his own onychomycosis 
method in six months. 

Dr. GeorceE M. Lewis: 
not be left to the patient. The patient neve: 
deeply enough to get rid of sufficient nail. 

Dr. A. 
similar to that of Dr. Lewis. 
all infected nails. When I was with 


3ENSON CANNON: My experience 
In former years | 
Dr. F 


recall removing all the finger nails and toe nail 
She had a perfect regrowt 


woman at one sitting. 
nails with no reinfection, and the reinfection 
had in the groins was also cleared up. In mot 
years I have not found such drastic treatment 1 
I have been convinced that surgical cleanli 
trimming off of dead portions of the nail and 
skin around the nail (which can be 
physician) followed by the application of vari 
septics will invariably clear the infection. It 
this in a surprisingly short time—within a few 

and it is well worth the effort. 
one can leave it to the patient to do, as Dr. | 
just stressed; it is entirely dependent on the 


I use not only nail clippers but a hook 
underneath the nail. 


A Case for Diagnosis (Diffuse Telangiect 
the Trunk and Upper Extremities?). | 
by Dr. Frep WISE. 


S. W., a woman aged 34, registered at the 
Cancer Unit of the New York Post-Graduat 
School Hospital March 4, 1944, 
lesions of seven years’ duration. The patient 


suffering from hay fever for thirteen years. | 


and on 


ago, on two occasions, uniform swellings of tl 
hands and feet developed after ingestion of 
and a proprietary preparation 
These swellings lasted overnis 


cylic acid 
acetophenetidin. 
complains of some itching and weakness afte 


Mr. Hodges, the well known pioneer in m 


done on! 


I do not belie 


Avulsion of the nails s 


asia 0! 
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The menstrual periods are 


eruption. 


anty. 
£ nt has two children, aged 12 and 7 respec- 
ider child since babyhood has had allergic 
the cubital regions and the back of the 


t's eruption first appeared suddenly on the 
; rms during the fourth month of pregnancy 
lt nd child. It then resembled the present 


is made worse by heat and by anger. 
on the chest and the extremities has never 
; ippeared. The eruption on the rest of the 
Bay o only during excitement and on exposure to 
sappears within an hour or two with relaxa- 
n the patient first came to the clinic, her 
ntensely erytheinatous, suggestive of primary 
la vera. 
iption consists of diffuse erythema and con- 
telangiectases, situated on the upper portion 
est and neck and in both cubital areas. On 
24 the cruption had almost entirely faded. Only 
| fine telangiectases were seen on the front and 
he chest and on the upper limbs. They faded 
opic pressure. 

results of the routine laboratory tests were nega- 
i... the platelet count and the bleeding and coagulation 
vere normal. Results of routine chemical exam- 
of the blood were normal except for 17 mg. of 
. nitrogen per hundred cubic centimeters of blood 
rmal, 10 to 15 mg.). The result of a tourniquet test 
: negative. The eyegrounds were normal. A gen- 
hysical examination showed no abnormalities ex- 
: for overweight. Tests for allergy performed five 

ago were said to have given negative results. 
\ histologic section examined by Dr. Charles F. Sims 
is diagnosed as “‘vasculitis.’ The description was as 
vs: The epidermis revealed no noteworthy changes. 
vessels of the upper part of the corium were mod- 
itely dilated; their walls were edematous, and in many 
ices their intimal nuclei were swollen. The lumens 
ere somewhat occluded and in places completely closed. 


re as some proliferation of adnexa cells. 
DISCUSSION 
Evcene F. Traus: It would be difficult from 
me examination to make a definite diagnosis for this 


tient, but the case does not seem to me to be one 
mple erythema, and I believe that such a designa- 
r this particular eruption is incorrect. The im- 

n which I get is that this eruption either consists 
ttle blood vessels, a sort of telangiectasia or 

is a purpuric eruption of peculiar character. 

ems to be a reticulated vascular network and 
ffuse erythema of the skin. The possibility that 
‘type of vascular change is caused by syphilis should 
icred, as I believe that syphilis does occasionally 
peculiar changes such as are seen in this patient. 
eruption prove to be purpuric, a drug erup- 

t also be considered. However, I feel certain 
iption is more likely a result of change in 

vessels rather than a purpuric type of lesion. 

Paut E. BEcHET: 

m of the case. 


I agree with Dr. Traub’s 
I distinctly saw telangiec- 
s in fact annular and lacelike. The question 

to actinic rays may have a part. The 
pale, of course, but it may be that she has 
time or other sufficient exposure to actinic 

t rays to cause the disease under discussion. 


\kD Fox: Telangiectases do not come and 
disappears 


most of the redness under 
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mn 


pressure, I should call this a recurring toxic erythema 
of unknown cause. 

Dr. Frep Wise: Some of the red lesions disappear 
spontaneously. 

Dr. R. H. Rutison: I agree with Dr. Traub that to 
use the term “erythema” in diagnosis does not give a 
good description. I think that the patient has a hair 
trigger vasomotor system and irritable capillaries. She 
herself said that the eruption is like an eruption of 
I believe that this is more descriptive than 
I have no idea of the 


measles. 
to say that it is an erythema. 
cause nor any suggestions for treatment. 

Dr. Georce C. ANDREWS: The unusual feature of this 
case seems to be the history of frequent recurrences. 
The patient apparently has a toxic erythema ot 
gastrointestinal origin. 

Dr. Frep Wise: The histologic picture shows well 
defined telangiectases. Many dermatologists think that 
this form of eruption is related to a thyroid disturbance. 
Pachyonychia Congenita. Presented by Dr. Howarp 

Fox. 

S. D. W., a man aged 20, was presented before the 
Society sixteen years ago (ArcH. DermMar. & SyPH. 
18:794 [Nov.] 1928) and was last seen by me ten 
years ago. He is to appear soon before his draft board 
for possible induction into the army. 

Since the original presentation, there has been little 
change of importance. The nails grow in the same 
manner, and he still has calluses on the bearing surfaces 
ot the feet. His chief complaint is the appearance of 
blisters when he walks too much or sweats too freely. 
There are now only a few spinous lesions, which were 
formerly present, and apparently there is no diminution 
of lesions of the keratosis pilaris type on the extremities. 
A large pea-sized wart is still present, near the ole- 
cranon of the left side. There have never been any 
lesions of the mouth. The patient is a vigorous-looking 
young man in apparent good health. 

DISCUSSION 

Dr. GeorGeE C. ANpREWS: This is the patient I 
described in 1927. Of course, he has grown considerably 
since then. With regard to the skin and nails, they 
look about the same as they did then. He does not now 
have the large bullae on the heels that were formerly 
there. 

Dr. EucGene F. Traus: This patient presents a 
number of peculiar lesions somewhat resembling kera- 
tosis pilaris, and some of the lesions on the shoulders 
and neck are hyperkeratotic. For this reason I wonder 
whether vitamin A in large doses might help, at least 
to clear the eruption on the body and possibly to have 
some beneficial effect on the hyperkeratoses of the feet 
as well. 

Dr. Georce C. ANprews: I have treated patients 
with pachyonychia congenita with large doses of vita- 
min A without benefit. 

Dr. EuGeNre F. Traus: Certainly this type of therapy 
could do no harm, and vitamin A in large doses over 
a considerable period might have benefit. 

Dr. Howarp Fox: Treatment of the keratosis pilaris 
lesions would not interest this patient, as they cause no 
inconvenience. He is greatly troubled by bullae, which 
occur on the soles after considerable walking or per- 
spiring. The lesions are similar to those of epidermol- 
ysis bullosa, reports of cases of which have recently 
been published by medical officers in the Army. He 
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appeared before his drait board recently and was 
rejected. 

Dr. EvuGene F. Traus: According to Peck, Chargin 
and others, some hyperkeratotic eruptions, as well as 
Darier’s disease, which have always been included in 
the congenital anomalies, are actually improved by 
vitamin A medication. While this type of therapy 
would have to be empiric, one can tell only after a 
conscientious trial whether or not improvement has 
taken place. 

Dr. Paut E. Becuet: I have always felt that kera- 
tosis pilaris is congenital and related to a mild ichthy- 
osis. If this is correct, I cannot see how it would be 
possible to effect its disappearance by the administration 
of vitamin A. 


A Case for Diagnosis (Arsenical Keratoses of the 
Palms and Soles; Trophic Ulcer of the Foot?). 


Presented by Dr. A. BENSON CANNON. 


\. P.. a married Negro woman aged 54, who worked 
in a cigar factory, was admitted to Presbyterian Hos- 
pital on March 21, 1944, complaining of a “corn” on the 
left sole for twenty-one years, which had become much 
larger in the preceding year and a halt and painful. 
She has worked since the age of 13 in a tobacco factory 
in Tampa, Fla., stripping the leaves from Cuban tobacco 
stems by hand. She said that a “corn” came on the 
left sole twenty-one years ago, which slowly enlarged 
and became so painful on walking that she had it re 
moved by excision eighteen months ago. The “corn” 
returned after the operation and remained painful to 
pressure. She applied a proprietary liquid corn remover 
for a year without any relief. 

There is no past history of any serious infectious 
diseases. She gave no history of any prolonged inges- 
tion of drugs by mouth and no history of any arsenical 
medication of any kind. Because of anorexia she has 
lost about 25 pounds (11.3 Kg.) in weight during the 
past year. 

On the left plantar surface in the midlateral location 
is an elevated, fungating, foul-smelling, sharply de- 
marcated keratotic lesion, about 3 to 4 cm. in diameter, 
with a sunken necrotic center. A similar but smaller 
lesion, evidently in connection with the larger one, is 
on the lateral side of the foot about 3 cm. distant. This 
smaller lesion is also fungating and is about 1.5 cm. 
in diameter. No surrounding inflammation or edema 
is present, but a depressed pigmented area is found 
near the lesion on the lateral side of the foot. The 
areas surrounding these tumors are not painful to pal- 
pation; neither is any infiltration discovered. Scattered 
over the plantar and palmar surfaces are discrete ele- 
vated keratotic masses, 1 to 2 mm. in diameter, which 
can be removed readily. No enlarged nodes are present 
in the groins. The remainder of the cutaneous surface 
is clear. Except for a blood pressure of 180 systolic 
and 8&6 diastolic, the physical examination reveals 
essentially normal conditions. 

Biopsies of a left inguinal lymph node and of the 
edge of the lesion on the left foot before admission 
were diagnosed as chronic lymphadenitis and plantar 
hyperkeratosis respectively. 

The blood count showed 15.2 Gm. of hemoglobin 
(105 per cent), 5,250,000 erythrocytes and 16,450 leuko- 
cytes, with 76 per cent polymorphonuclear leukocytes 
and 24 per cent lymphocytes. The urine contained 
albumin (1 plus) and an occasional erythrocyte. The 
Kline reaction was negative. Fungi could not be found 
on examination or culture. A smear from the lesion 
showed no acid-fast organisms. A roentgenogram of 


DERMATOLOGY AND SYPHILOLOGY 


the left foot showed an irregular sinus tr: 
the fourth and fifth metatarsal bones. Lesi 
tive of periostitis were present at the base oj 
metatarsal. Results of examination ot the 
arsenic have not yet been reported. 


DISCUSSION 


Dr. GeorGeE M. MacKee: The tentative diag; 
trophic ulcer may be correct. I have seen pl: 
and callosities behave that way in diabetes. H 
I wnderstand that diabetes has been ruled cut 
case. As Dr. Cannon stated, arsenical ke 
epithelioma have been considered but apparently 
out by biopsy. 

Dr. George M. Lewis: This is a diffi 
discuss because we are thinking of so many 
conditions and really not satisfactorily ruling 
of them. I cannot help having the impress 
possibility of a malignant condition must be 
and this apples particularly to the lesion 
Of course, the presence of fistulas and the 
outside of the foot would not fit in well 
impression. Also, I am not at all certain that ai 
myces burrowing deeply into those tissues \ 
present this picture. 

Dr. EvuGeNE F. Travus: I agree entirely wit 
Lewis except that the first thing I thought 
ot the fistulas, was actinomycosis or some typ: 
fungous infection. It is difficult to conceive 1 
cancer beginning on the foot would produce the 
seen in this patient, especially the sinus fort 
Therefore, I believe that a deep fungous infe 
some other type of deep-seated infection must b 
first consideration in this case. 

Dr. PauL E. Becuet: In my opinion, the poss 
of malignant disease 1s sufficiently justified t 
the radical excision of this lesion. Further hist 
studies could then be made to prove or dispt 
presence of malignant change. In as deep and 
a lesion as the one under discussion, malignant 
might not be found until a large number of s 
have been examined. I have repeatedly observed ty 
epitheliomas clinically, with sections showing 
flammatory changes; it was only when a larg: 
of sections were examined that the histologic 
assumed a malignant aspect. 

Dr. Howarp Fox: The lesions on the borders 
the palms are without doubt arsenical keratoses 
I think that the probability is that the lesions 
sole are due to the same cause. The large lesion svt 
gests an epithelioma and should be excised. 

Dr. Frep Wise: I feel that further investigat 
should be made to exclude tuberculosis. 

Dr. JoHN C. GRAHAM: [| understand that th 
metatarsal bone is involved, and it seems 
this type of sinus formation could well com 
underlying osteomyelitis or some other osseous 
or a fungous infection. It seems to me that idea \ 
be worth investigating further, with excision « 
tory operation. 

Dr. R. H. Rurtson: It seems to me tha 
explanation that would account for the | 
on the feet and on the hands is the one m 


Fox. 

Dr. GeorceE C. ANprREWsS: I agree with thos 
consider this to be either an actinomycotic 
a tuberculous infection. I realize that the ‘esi! 
the hands are typical of arsenical keratose: 4 
lesions on the feet are typical of arsenical ¥era 
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imagine an epithelioma of the foot con- 

tiple draining sinuses. The patient has an 

sole and lesions on the side of the foot, 

| in any way. There are multiple openings 

looking skin between. Scrofuloderma or 

Bom s seem more likely diagnoses than epithe- 
ong-standing deep actinomycotic infections 

it is sometimes difficult to find the fungus. 


Wise: Is there a history of contact with 

t \. Benson CANNON: Yes. The tobacco is 
th arsenic several times a Year, and _ the 

h is to strip the leaves. She has been trans- 

to Dr. Stevenson’s service for excision of the 

toto and for skin grafting. The surgeons 


ulcer as a simple inflammatory process. 


hronic Recurrent Papulopustular Dermatitis Re- 
lated to a Vitamin Deficiency. Presented by 
Rk. H. RULIson. 


H. V., a 46 year old bus driver, has had his 
eight years. When first seen, in 1939, he 
papulopustular eruption which involved the 
rearms, lower portions of the arms and axillas. 
hat time, there has been involvement of almost 
body at different periods, the most obstinate 
n being on the knees, the anterior aspects of the 
the popliteal spaces, the lower part of the ab- 
and the buttocks. No seasonal improvement in 
ruption has been noticed. At times the face has 
the site of a moderately extensive eruption of the 
character. 
mination by an internist disclosed no significant 
rmality. 


iny forms of local and internal therapy have been 
often with temporary improvement. Roentgeno- 
rapy has been uniformly helpful but not curative. 


Dec. 1, 1942, capsules containing vitamin A 5,000 
S. P. units, vitamin D 500 U. S. P. units, thiamine 
rochloride 1 mg., riboflavin 2 mg., ascorbic acid 
mg. and nicotinamide 10 mg. were prescribed. The 
n entirely cleared up in two or three months, 
eo the patient remained well until late September 1943 
ge nut na recurrence developed. He had stopped taking 
gic pict vitamin preparation in the spring of 1943. In 
ember 1943 he resumed use of the vitamin prepara- 
borders on, and the dose was increased to 3 capsules daily. 
the middle of February he was nearly well. At this 
ims on tegmme he had taken all his capsules, and he failed to 
ew his prescription for two or three weeks. The 
ion reappeared. Medication was again resumed, 
the eruption is now rapidly disappearing. 
he patient has at various times tried other vitamin 
inds recommended by friends and has found them 
Ory, 


local application has been phenolated petro- 
an occasional small dose of roentgen rays. 
is presented as an instance of a chronic, 
papulopustular dermatitis due to vitamin de- 
ich clears completely as long as the lacking 
supplied. 
DISCUSSION 


I ARD Fox: I think that this case is worth 
tting record. On three occasions, the eruption 

ired or greatly improved after the patient 
st BS tal vitamins and has then recurred after this 
t stopped. In view of the enormous 
sions Phounts vitamins taken at the present time, there 
ind t a cases of the skin that show any favorable 
ratoses PONS their administration. 


vas 
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Dr. Evcene F. Travus: This patient apparently has 
several different types of eruption, one of which cer- 
tainly seems to be a contact dermatitis from carrying 
a large leather wallet in an inside coat pocket or a shirt 
pocket, giving to the the trunk. The 
other lesions, which apparently are much improved now, 
may possibly be related to a vitamin deficiency, but | 
believe further observation and study of the patient are 
necessary before the case can be accepted as one of a 


rise lesion on 


papulopustular dermatitis representing a vitamin de 
ficiency. 

Dr. GrorcGe C. ANpREWs: The presence of many 
pustules and abscesses suggests a staphylococcic in 
fection to me. He may have some focus of infection. 


Certainly this patient’s teeth are in bad condition, and 
them should extracted. In spite of the 
history of the results of vitamin therapy, I should be 
inclined to see that he has his teeth fixed. 

Dr. 
years 


most of be 


R. H. Rutison: This patient has promised tor 
to have his teeth fixed. So far thorough 
investigation with reference to vitamin content is con 
cerned, he has neither the time nor the money for it, and 
I cannot hospitalize him, because he has a family to 
support and must earn a living. The eruption today 
shows only the smallest fraction of what he has had at 
times. He has had it almost completely covering his 
body. With regard to Dr. Traub’s point about the 
eruption on the side of the chest: For years this man had 
a large patch on the front of one thigh until I found that 
he carried a large bunch of keys which caused pressure 
on that area. The patch on the breast shows the most 
activity now and is the most recent patch he has. He 
carries a number of things in the pocket of his coat, 
and I told him to shift them. Since then the eruption 
has improved. In the popliteal spaces and the pubic 
areas and on the thighs and the axillas, the eruption has 
been pustular. He is not getting large doses of vitamin 
A. He is taking a mixed preparation of vitamins with 
not very large doses of any one vitamin. This is the 
third time that his eruption has almost cleared while 
he has been taking this vitamin preparation, and it has 
not cleared with anything else I have tried. 


asia 


A Case for Diagnosis (Angioma; Angiosarcoma?). 
Presented .by Dr. Frep WISE. 

A. F., a boy aged 10, was referred to the Skin and 
Cancer Unit of the New York Post-Graduate Medical 
School and Hospital by Dr. Phyllis S. Kerr. He 
presents, 2 inches (5 cm.) inside the line of the right 
nipple, a dark purplish, soft, painless growth, the size 
of a large pea, surrounded by a lighter purplish blue 


zone, 2 cm. in diameter. The lesion is of two months’ 
duration. It is composed of a faintly erythematous disk, 


about 3.1 cm. in diameter, with sharply defined borders. 
Within the center of this discoid area is an elevated, 
soft, hemispherical, pea-sized angioma that is purplish 
red. On diascopic pressure the erythematous vascular 
zone disappears completely, but the central elevated 


lesion only becomes fainter in color. The lesion is 
painless. 
DISCUSSION 
Dr. Georce M. MacKee: Dr. Wise presented this 


case tor diagnosis but made two tentative diagnoses, 
the second of which was nevus tardus, with which I am 
The lesion disappears almost 
that it is 


rather inclined to agree. 


entirely on firm pressure. I suspect an 


angioma or, at least, angiomatous. 
ANDREWS: I do not know what the 
It may be an angioma. 


Dr. GEORGE C. 


lesion is. 
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Dr. GeorceE M. Lewis: I cannot make a definite 
diagnosis or give a definite opinion, but from a distance 
it looked like a lesion resulting from a bite, perhaps 
causing vascular damage resulting in this nevoid change. 

Dr. Evcene F. Travus: If this is a type of vascular 
nevus, it certainly must be an unusual one. The nodule 
seems to be inflammatory, with some vascular changes, 
and for this reason I should suggest the diagnosis of 
an angiosarcoma. This type of nodule is accompanied 
with considerable inflammatory reaction and some 
change in the blood vessels. That might explain the 
peculiar appearance noted in this nodule. Ormsby and 
Montgomery (Ormsby, O. S., and Montgomery, H.: 
Diseases of the Skin, ed. 6, Philadelphia, Lea & Febiger, 
1943, p. 802-803) state that when the lesions are few 
the clinical distinction of Kaposi's sarcoma from various 
granulomas, angiosarcoma, melanoepithelioma and 
lymphoblastoma may be difficult. They also. state 
that the changes in Kaposi’s sarcoma may at first 
be inflammatory, eventuating in true malignancy. 
They further state that the classification of cutaneous 
sarcoma varies and that there is no uniform agreement 
as to the tumors which belong in this group. Most 
authors do not recognize malignant endothelioma. 
Therefore, lesions described under “hemangioendothe- 
liomas” and those designated “periepitheliomas” could 
be grouped under the term “angiosarcoma.” 

Dr. JoHN C. GRAHAM: I believe that it is a nevus 
tardus. 

Dr. Georce C. ANprEws: I should leave this lesion 
alone and watch it for a while. The presenter is not 
afraid it is malignant, is he? 

Dr. Gorce M. MacKee: The lesion can be excised. I 
suggest removal of the entire lesion because of the un- 
certain diagnosis. It may be angiosarcoma. 

Note.—Histologic examination subsequent to presen- 
tation showed a hemangiopericytoma. 
Angiokeratoma (Unilateral Nevus). Presented by 

Dr. Frep WISE. 

R. M., a boy aged 9, registered at the Skin and Cancer 
Unit of the New York Post-Graduate Medical School 
and Hospital on Feb. 26, 1944, presenting lesions of 
two years’ duration. On the outer aspect of the left 
leg, thigh and buttock are numerous discrete, dark 
purplish red, elevated lesions, from a small pinhead to 
a barleycorn in size. Their surfaces are capped with 
firmly attached tiny hyperkeratotic clumps of scales, 
which when scratched off leave small bleeding points. 
The pattern of the eruption as a whole is that of a 


unilateral nevus. 
DISCUSSION 


Dr. Howarp Fox: This is an unusually profuse 
eruption of tiny angiomas, covered by keratotic scales. 
The eruption is well named. 

Dr. Frank C. Combes: I agree with the diagnosis. 

Dr. Joon C. GRAHAM: I agree with the diagnosis 
and am glad to have seen this patient. 

Dr. GeorcE M. MacKee: This is the most wide- 
spread and the best case of angiokeratoma I have ever 
encountered. 

Dr. Frep WIsE: I believe that most angiokeratomas 
are of a nevoid nature. 


A Case for Diagnosis (Calcinosis Cutis; Osteo- 
poikilosis?). Presented by Dr. Grorce M. Lewis. 


W. E., a man aged 37, first came to the New York 
Hospital on Jan. 17, 1944, complaining of pain in the 
left calf which radiated up to his hip. This began ten 
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years ago, with occasional attacks of pain after ex; 
and increasing in severity with shorter perio 
dom until December 1943, when the pain 
continuous. He has also noticed a hard, { 
on the lateral aspect of the left thigh for seyvera] 
On examination a stony hard area about 5 inches 
cm.) in diameter is noted in the subcutaneor 
the outer aspect of the left thigh. 
Roentgenographic examination of the yx 
femur, both legs and lumbar portion of tl 
vealed numerous small areas of increased 
the ends of the long bones, in both ilia 
ischia and the pubic rami. My impression is ¢] 
is osteopoikilosis. Biopsy of a section from 
thigh revealed calcification with little evider 
flammation. The Mazzini reaction was negatiy 
urinalysis and blood count gave normal results 
DISCUSSION 
Dr. J. GARDNER Hopkins: I may be mistake: 
I think that this is the disease of the bones 
roentgenologists call “spotty bones” or “osteopok 
The lesions are probably minute fibroma: 


losis.” 
the bones. Some years ago Dr. Helen Curth mg 
a report on dermatofibrosis lenticularis disseminz 


(Curth, H.: ArcH. Dermat. & SypuH. 30:552 | 
1934), which is rather frequently associated with 
bone disease. I do not recall that there were any 
ot calcinosis in her series. 

Dr. Georce M. Lewis: In this patient there : 
no fibromas and no evidence of any lesions of that tyy 


Pityriasis Rubra Pilaris. Presented by Dr. Ho 

Fox. 

Miss J. L., previously presented (ArcH. Der 
& SypH. 49:69 [Jan.] 1944), shows a splendid res 
from daily administration of vitamin A _ in doses q 
200,000 U. S. P. units. There is still considera 
scaling of the scalp, but most of the generalized a 
profuse eruption has disappeared under treatment wi 


vitamins. 
DISCUSSION 


Dr. Frep Wise: It would be interesting for me: 
supplement Dr. Fox’s report on his case of pityrias 
rubra pilaris. There has been a young soldier in th 
wards of the New York Post-Graduate Medical Sci 
and Hospital for six weeks with an eruption of pi 
riasis rubra pilaris which covered his entire body. 
had had enormous doses of vitamin A_ without 
slightest benefit; it had absolutely no effect on 
eruption. He was discharged as unimproved 
Possible Lupus Erythematosus. Presented by - 

F. Travs. 

P. W., a man aged 45, was previously preset 
before this society on Feb. 29, 1944 (Arcu. Dr 
& Sypu. 51:290 [April] 1945). 

The patient submitted a report from a comme 
laboratory that some type of epidermophyton had ! 
obtained from scrapings taken from near the tf 
the nose. Because of this, the patient was sem! 
Dr. George M. Lewis, as my laboratory examine 
had given entirely negative results as far as fung! | 
concerned. Dr. Lewis took specimens for 
and has reported that thus far his results have 
negative. 

DISCUSSION 

Dr. GeorcGeE M. Lewis: Nothing was 
direct mount, and there has not been enoug 
for cultures to grow. 
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course of roentgen ray treatments, have seemingly 
served only to aggravate the eruption. She has been 
taking large doses of vitamin A (150,000 U. S. P. units 
daily) since January 1944, with some reduction in the 
hyperkeratosis of the lesions on the extensor aspects 
of her forearms. She has lost 100 pounds (45 Kg.) in 
the past year, while on a reducing diet. She has always 
been overweight, her average weight being from 220 
pounds (99.8 Kg.) to 240 pounds (108.8 Kg.). A coin- 
cidental diagnosis of chronic cholecystitis was made 
after her admission to the University of California Hos- 
pital, on March 6, 1944. At that time the urine was 
normal, the erythrocyte count was 5,250,000 and the 
leukocyte count was 6,000, with polymorphonuclear cells 
58 per cent, lymphocytes 40 per cent, monocytes 2 per 
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DVIS, nei hen Verrucosus et Reticularis (Kaposi) ; Poro- 
ne spit keratosis Striata (Nékam); Morbus Monili- 
d Lichenoides (Wise and Rein). Pre- 
nted by Dr. Hrram E. 
t 
. \. M., a 38 year old white woman, is pre- 
de the dermatologic clinic of the University 
re 
nistaker 
bones 
“osteoy 
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Curth ma 
disseminay 
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mme 

had 
the tif ' Calitornia Hospital. She has had a “sensitive” skin 
as sent! er | From the age of 10 to the age of 24 she 
xan q ed that heat or exercise would cause flushing of 
vaeeer skin, with the appearance of red blotches and 
cumeetcaks on the flexor aspects of her arms. About twelve 
Ave wal her first pregnancy terminated in stillbirth, 
a ruption became more definite and persistent at 
it t It has become progressively worse, with 


geal spontaneous exacerbations and remissions in the 
cars. There have never been any subjective 
Many therapeutic attempts, including a 


‘ig. 1.—A, eruption resembling lupus erythematosus and, B, linear lichenoid keratotic areas on the arm. 


cent and ng eosinophils or basophils. The basal meta- 
bolic rate was — 24 per cent. 

There are three types of lesions. On the face is a 
reddish scaly type, not unlike that of disseminated lupus 
erythematosus. The lesions involve the forehead, nose, 
cheeks and chin; they have a rough, horny feel and 
are indolent. The second type involves both the flexor 
and the extensor aspects of the arms. These lesions 


are dusky red and have violaceous hyperkeratotic and 
hypertrophic ridges in a coarse reticulated network 
The 


resembling the pattern seen in striae distensae. 
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tops of the ridges have some whitish streaks, which 
resembles Wickham’s striae. The lesions on the arms 
are somewhat suggestive of hypertrophic lichen planus. 
The third type of lesion involves the buttocks. 
sists in discrete corneous conical papules, like those of 


It con- 


advanced keratosis pilaris. 

Histopathologic changes in the lesions on the face 
included hyperkeratosis, follicular plugging and chronic 
small round cell infiltration of the dermis, most promi- 
nent about the appendages of the skin. Biopsy of a 
specimen from a lesion of the arm showed a lichen- 
planus-like infiltrate in the upper part of the dermis. 


DISCUSSION 


great similarity of these lesions to those of lichen planus 


IncELS: I should like to emphasize the 


histopathologically. It struck me as a possibility that 
the mechanical quality of the skin pfoper may invite 
this particular form of lichen planus, as it sometimes 
develops in discrete nodes. 

Dr. H. V. Oakland: The 


most evident on the areas exposed to light. 


ALLINGTON, lesions are 
The patient 
gives a history of flushing easily. She covers the skin 
sunlight. Might 
photosensitivity in the origin of this eruption? 

Dr. W. M. When the patient was a 
little girl, she noticed that when she was exposed to 
light her face would flush. In her mind that was the 
beginning of her present trouble. 

Dr. 
the lesions in this patient has been of much interest to 
Nékam (Presse méd. 46:1000 [June 25] 1938) 
described the findings in a patient with a similar erup- 
tion. 


from there not be some factors of 


MEININGER: 


Hiram FE. Mitier: The unusual appearance of 


me. 


The lesions on the face and the extremities and 
the microscopic observations in his putient and in this 
one are so similar and so unusual that the eruption may 
be a disease entity. Nékam attempted to separate the 
disease from the lichens and preferred the name “poro- 
keratosis striata lichenoides” to the term “lichen verru- 
cosus et reticularis” suggested by Kaposi (Vrtljschr. f. 
Dermat. 13:571, 1886) for a somewhat similar erup- 
tion. Wise and Rein (Arch. Dermat. & Syph. 34:830 
[Nov.] 1936) described a moniliform type of eruption, 
which they compared with the eruption described by 
Kaposi. They also were of the opinion that the term 
“lichen” was not applicable and suggested the term 
“morbus moniliformis lichenoides.” The appearance of 
their patient was different from that of Nékam’s patient 
and trom that of this patient. In no 
reported cases do 


one of these 
suggest “lichen 
planus,” but in all of them there is recorded a definite 


lichenoid appearance. 


the observations 


Ichthyosiform Erythroderma. 
FRANCES A. Torrey. 


Presented by Dr. 

W. A., a 20 year old white youth born in California, 
has had a generalized eruption since early infancy. 
This has become progressively worse since the age 
of 12. Pruritus has been severe at times. 

At present there is an extensive patchy erythematous 
scaling eruption, which is well defined and symmetri- 
cally distributed over the body. The thickened erythem- 


DERMATOLOGY 


AND SYPHILOLOGY 

atous areas extend to the neck and shoulde 
flexures ot the arms and the legs and over the 
The skin of the back thick: ing 
irregular scaling. The greasy scales are most ¢ 


men. shows 
in the eyebrows, along the hair line and in t 
areas of the body, where the scales are extremely ; 
forming rugae in the cubital fossae. The s« 
but the 
The palms and soles are dry and thick 


ot lesions, hair is dry. There 
perléche. 
with scattered keratotic areas. There are two |! 
each 6 to 7 mm. in length, on the palmar suria 
the left thumb. 
There are five teeth missing, 


dent. 


The nails are misshapen and oy 
and many caries ar 
There is severe photophobia; the lids ¢! 
narrowed slits, and there is superficial vasculariz 
of both corneas, with conjunctival irritation. The ; 
are poorly seen, but they show no gross abnormali 

Results of laboratory examinations were as {oll 
The basal metabolic rate was +15 per cent; the } 
cholesterol level was 64 mg. per hundred cubic 
meters; the blood count was within normal limits 
the Kahn and Kolmer reactions of the blood were ny 
tive. The urine was normal. 

There is no history of consanguinity. The ¢ 
siblings are all alive and well. 

The patient said that he had had a great variet 
medication, both oral and topical, without improven 
All lesions are said to have disappeared once for 
month, when the patient was in a hospital in & 
mento at the age of 8 years. 

On Feb. 15, 1944, treatment with 200,000 U. § 
units of vitamin A daily was started. The pat 
thinks that there is definite improvement. The phot 
phobia has decreased, and the vision is less “fu 
There is no pruritus. The generalized erythema 
decreased. 

DISCUSSION 
A. Torrey: 
that the patient apparently 


Dr. FRANCES The interesting featur 
is slightly improved si 
he has been given 200,000 units of vitamin A da 
from February 15. His eyes were examined on F 
ruary 15, by an ophthalmologist, who again saw ! 
yesterday and thought that his eyes were much ii 


proved. Up to this time the patient had been progr 


sively growing worse. 
Dr. Harry ALperson: Did he have gonorrht 
Some lesions suggest keratosis blennorrhagica. 


Dr. Frances A. Torrey: 
He has had this eruption since infancy. 
Dr. 
min A has he been taking ? 


There is no history 0! 


Harry ALDERSON: 


What preparatior 


Dr. Frances A. Torrey: The preparation is pul 


by Gelatine Products, Inc. I am using the caps 
containing 25,000 units. 
Histoplasmosis (Darling). Presented by 


FRANCES M. KeEppIreE. 


D. C., a white man aged 31, was first seen m' 


dermatologic clinic of the University of Califvrnia 1 
pital Dec. 8, 1943, because of a history of 
At that time he 


disease of five years’ duration. 


De. A. 
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oulde ervical, axillary and inguinal lymph nodes 
over the on the center of the tongue. The ulcer 
thickenin bout six months before as a small papule, 
e m increased in size and ulcerated in the 
in t sy of the edge of the ulcer showed endo 
xtremely ; filled with small bodies clinically charac 
listoplasma capsulatum. 

re te ilt of part of the biopsy specimen yielded 
and thick m. Examination of specimens of blood, 
re tw and a lymph node (axillary) showed no 
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nisms, either histologically or by culture. The 
n is ved in 1938 from the cervical lymph nodes 
capsu/ en reviewed, a few cells containing round 
ar to those seen in the specimen of the 
by Be scrum protein level was 12.07 mg. per hundred 
c eters (albumin 4.3 mg. and globulin 7.77 
nll m=): t alcium level was 8.82 mg., and the phos- 
nia Hof was 3.04 mg. The blood count was essen- 
lodek il. Roentgen examination of the chest 


A low grade intermittent 
Sulfadiazine, 6 Gm. daily, taken 


abnormalities. 


resent. 
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Jan. 28 to Feb. 11, 1944, effected no change in 


the appearance of the ulcer or in the fever. 


from 


A Case for Diagnosis (Pemphigus Vulgaris; 

Pemphigus Erythematosis [Senear-Usher Syn- 
drome] ?). Presented by Dr. Orro E. L. 
SCH MIDT. 


Mrs. S. H., a 63 year old white American housewite, 
entered the clinic on Feb. 7, 1944, complaining of sores 
of the mouth and genitalia for sixteen months. 


2.—A, histoplasmosis of the tongue and, B, histoplasma capsulatum in a section of the tongue. 


The includes an attack of jaundice 
twenty-five years ago, an adenoidectomy and a tonsil- 

1920 
for the 


“rectocele” for the past nine months. 


past history 


lectomy, performed in following a_ peritonsillar 


abscess, hemorrhoids past two years and a 

Sixteen months ago the patient noted a small “sore” 
inside the lower lip. During the next four months 
lesions appeared on the entire buccal surface and on 
the external genitalia. A physician in another city 
made a diagnosis of “trench mouth’ and prescribed a 
The patient stated that 


treatments of arsenicals intra- 


neoarsphenamine mouth wash. 
weekly 


she was given 


| 
= 
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venously and a bismuth preparation intramuscularly tor 
about one year, with little her condition. 
Her diet has consisted entirely of soft and liquid foods. 
Eight months after the onset of the symptoms, her 
teeth were extracted, with an ensuing increase in the 
For the past six months her eyes have been 


change m 


eruption. 
red and sore, despite local and “electric” treatments by 
a physician. She has had some epistaxis for three 
months. 

Examination on Feb. 7, 1944 revealed a dry crusted 
lesion, 3 cm. in diameter, on the vertex of the scalp. 
There was trichiasis of both upper eyelids, and the con- 
junctivas were red and edematous. The choanae were 
coated with dried blood. There were scattered necrotic 
ulcers with erythematous borders on the gingivae, and 
noninflammatory bullae and vesicles were present on 
the buccal membranes, soft palate and pharynx. Beneath 
the right breast and in the umbilicus were erythematous 
indurated lesions, with small peripheral vesicles. In 
the right inguinal fold were two moist erythematous 
plaques, 1.5 by 1 cm., which the patient says started as 
“clear blisters’ several months ago. Over the labia 
minora, the clitoris and for 3 cm. into the vagina there 


were red-bordered ulcerations but* no intact bullae. 
Some external hemorrhoids were eroded. The _ re- 
mainder of the examination revealed no additional 


abnormalities. 

The hemogram showed 3,600 white blood cells, with 
38 per cent polymorphonuclear cells, 56 per cent lympho- 
cytes, 2 per cent eosinophils and 4 per cent monocytes. 
The urine was normal; the serologic reactions were 
negative. Culture of material from a freshly ruptured 
vesicle grew nonhemolytic streptococci and staphylo- 
cocci. 

Since admission to the clinic the patient has been 
given diethylstilbestrol, 1 mg. daily for nine days, with- 
out results. At present she is taking oral and vaginal 
washes of 50 per cent solution of zinc peroxide, sitz 
baths of permanganate, diluted 1: 6,000 and the Stuart 
tormula vitamin tablets: she has had the third of weekly 
vaccinations. The palpebral cilia is being removed in 
the ophthalmologic clinic. 

DISCUSSION 

Dr. NorMAN N. Epstern: I object to the term 
“Senear-Usher” for this type of pemphigus; the lesions 
on the face are much like those of lupus erythematosus 
lesions, and there are no bullous lesions on the body. If 
the woman has pemphigus, it is likely that some day 
she will show a picture of pemphigus erythematosus 
(Senear-Usher) if she lives long enough. 

Dr. MerLtIn T. R. Maynarp, San Jose: I agree 
with the diagnosis of pemphigus and with Dr. Epstein; 
this eruption cannot be diagnosed as Senear-Usher 
pemphigus. 

Dr. Otro E. L. Scumipt: The only justification I 
had for the suggested possibility of its being the Senear- 
Usher syndrome was that the lesions on the scalp show 
atrophic changes. Her relatives state that the two 
plaques she has in the right inguinal fold did start as 
“blisters,” as they put it. Perhaps the lesion on the 
scalp when cleaned would show more changes resem- 
bling lesions of lupus erythematosus. The term “Senear- 
Usher” was used as a point for discussion. I, too, did 
not think that this eruption was typical of the syndrome. 


DERMATOLOGY 


SYPHILOLOGY 


AND 


MANHATTAN DERMATOLOG 
SOCIETY 


AntHony C. Crpotcaro, M.D., Pres 
Sacus, M.D., Secretar) 


April 11, 1944 


Urticaria Pigmentosa. Presented by Dr. . 


W.C. N., a white boy aged 13 months, 
with an eruption of ten months’ durati 
appeared shortly after vaccination, at the 
months. The eruption was widespread trom 1 
ning, and new lesions have continued to appea 
are no subjective symptoms. 

The eruption is profuse ; lesions are present 


head and neck, the torso and extremities and the pal; 


and soles. The individual lesion is a small oval-sha 

papule, approximately 1 by 0.5 cc.; there is little ya 

tion as to size and shape. The color is yelHowis! 

suggests the possible diagnosis of xanthoma. (On » 

friction there is rather pronounced whealing 
DISCUSSION 

Dr. Fred WISE: 
sented. 

Dr. Wivpert SAcHs: 
but I believe that biopsy of a specimen from a les 
will show an almost pure mast cell infiltration 
type of lesion clinically simulates xanthoma. 


I agree with the diagnosis as ; 


Dr. GirscH D. AstraACHAN: I agree with th 
nosis. It is the nodular form of urticaria pigment 
which occurs much more rarely than the macular t 

Dr. THomas N. GRAHAM: 
nosis. This is the nodular type of urticaria pigment 
cases of which constitute a small percentage of th 
number of cases of this dermatosis. 

Dr. HERMAN SHaruit: Dr. Sachs mention 
xanthoma-like lesion. These lesions do not loo! 
xanthoma to me; they are much too red. 

Dr. WILBert SAcus: 


le 


With an ordinary hematoy 


and eosin stain the pathologic picture sometimes su 


gests mycosis fungoides, but when stained with met 
lene blue the’ growth is shown to be composed enti 
of mast cells. 

Dr. Jack WorF: In daylight these lesions look 
tinctly yellow and at first sight suggest xanthoma, | 
an experience with 1 case of xanthoma excludes t 
possibility immediately; no other diagnosis that 


caria pigmentosa can be entertained. 
} 


to imply that there was a definite relationship betwe 


vaccination and the appearance of urticaria pigment 
However, it is a fact that numerous cases ha\ 
reported in which lesions of this type have appe 
after vaccination. Ormsby refers to it in his bi 
Inoculation Tuberculosis. Presented by Dr. Is) 
Rosen. 


J. E. B., a boy aged 4 years, came to the Skin 


Cancer Unit of the New York Post-Graduate Med 
School and Hospital on April 4, 1944, with a lesion 
the left cheek of seven weeks’ duration and lett 

cal, submaxillary and postauricular adenopathy 01! 


weeks’ duration. 
Except for a fall against a radiator in October '* 
in which the left side of the face was hit, wt 


evidence of any external injury, the histor) 


I agree with the diagno: 


I agree with the diag 


tor 


I did not mea 
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sentially noncontributory. The parents stated 
veeks previously a few tiny papular lesions 
the left cheek, gradually coalescing to 
rythematous plaque. Four weeks ago lymph 
w the left jaw and behind the left ear 
nd gradually became larger. 
left cheek there is an erythematous plaque 
i, nickel, composed of pinhead-sized crusted 
[he plaque is somewhat infiltrated. Below 
anteriorly and posterior to the ear, there 
hazelnut-sized nodes, which are 
tous and about to break open. 
examination in the pediatric clinic revealed 
‘ynormal except for the cutaneous lesion and 
pathy. A roentgenogram of the chest showed 
rmalities. A blood count on April 3 revealed 
rate leukocytosis (12,450 leukocytes) and a rela- 
vmphocytosis (50 per cent large lymphocytes, 
ent small lymphocytes, 3 per cent monocytes, 
ent eosinophils, 5 per cent basophils and 38 pet 
lymorphonuclear leukocytes). 
erculin in a dilution of 1:5,000 and a tuberculin 
test elicited negative reactions. 


some otf 


DISCUSSION 


rIcE J. CostELLo: I agree with the diag- 
inoculation tuberculosis, but I should expect 
atient to have a positive reaction to an intradermal 
ilin test by this time, because of the extension of 
disease process to the cervical lymph nodes. 


Dr. GeorceE M. Lewis: Clinically this case does not 


le those of inoculation tuberculosis I have encoun- 
which there have been subcutaneous, nodular 


ions. There is more resemblance in this case to a 


ial fungous infection. The absence of a positive 

tion to tuberculin and of contact with tuberculosis 
further reasons to doubt Dr. Rosen’s diagnosis. 

D. AstRACHAN: I believe that this is 
a case of primary tuberculosis, although I feel, 
Lewis does, that a fungous infection should be 


Dx. Frep Wise: I am inclined to agree with Dr. 


statement, at least to the extent of saying that 
proof is necessary before making a diagnosis in 
of this kind. The lesion does not resemble the 
mary ones of inoculation tuberculosis, and, if it 
not for the history of seven weeks’ duration, I 
otter a diagnosis of herpes facialis. 


Ds. HerMAN SHARLIT: I, too, am impressed by the 


rhcial character of this lesion and feel the need for 
evidence before accepting a diagnosis of primary 


erculosis of the skin. 


FE. WittrAM Of course, the full 
for primary inoculation tuberculosis is not in. 
‘t necessary to have an ulcerative lesion, although 
This is a favored location for primary 
n tuberculosis. I am not acquainted with any 

ng of the lymph nodes in this manner that occur 
ngous infections. A duration of four or five weeks 
ly excludes herpes of any kind. A dark field 
ition has not been performed in this case, but 
ssermann reaction of the blood was negative. 
explain the negative reaction to tuberculin by 
bility that the tuberculin used was not fresh. 
 roentgenologic examination of the lungs were 
is negative for tuberculosis. One hesitates to 
the lesion, even to obtain a specimen for 
Some physicians state that if such lesions are 
tly alone they will heal. A smear has been 


ommon. 


m one of the abscessed nodes and some mate- 
las been inoculated into a guinea pig. 
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Dr. Frep Wise: Would material from a puncture ot 
the lymph nodes behind the ear show tubercle bacilli 
if the lesion is one of inoculation tuberculosis ? 


Dr. E. Asramowitz: It might, and it 
might not. 
Dr. Frep Wise: Scarification of a rabbit’s cornea 


with fluid from the lesion would possibly determine the 
presence of herpes. 

Dr. Maurice J. Costetto: May I suggest that a 
smear be made of the discharge from the fluctuant area 
behind the ear and and examined for tubercle bacilli? 
I should not incise this lesion. 

Dr. ANTHONY C. I 
when he first came to the clinic. My 
time was that he had either inoculation tuberculosis or 
lupus vulgaris. The possibility of his having a fungous 
infection or herpes also entered my mind. I think that 
it is difficult to make an unequivocal diagnosis of pri- 
mary tuberculosis. It is impossible in some instances 
to fulfil all the criteria required for the diagnosis of 
inoculation tuberculosis: a negative tuberculin reaction 
prior to inoculation and the development of a nodular 
ulcerative lesion accompanied with malaise and elevation 
of the temperature, to be followed after the appearance 
of the lesion by a positive tuberculin reaction. My im- 
pression tonight, after all the discussion, still is that 
one is dealing here with primary tuberculosis. It will 
require further observation and tests before one can 
arrive at any definite conclusion. 


saw this patient 
impression at that 


Dr. IsApoRE RosEN: Most of the questions raised by 
the discussers were answered by Dr. Abramowitz and 
Dr. Cipollaro. The patient has been under observation 
for only a short time, and not all tests have been com- 
pleted. It is not necessary for primary inoculation 
tuberculosis to be chancriform in character; it may 
appear in a variety of forms. The possibility that this 
is a fungous infection should be taken into considera- 
tion, although I have never seen that type of infection 
produce symptoms such as are present in this instance. 


A Case for Diagnosis (Periphlebitis; Perivas- 
culitis Nodularis Necrotisans: Erythema Indu- 
ratum of Unusual Type?). Presented by Dr. 
Maurice J: 


F. T., a married Italian woman aged 43, with five 
children, has had an eruption on her legs since she 
began to work as a sewing machine operator in a dress 
factory, a year and a half ago. 

Her father died of diabetes. Her husband had syphi- 
lis many years ago, but the patient was not infected, 
and fhe Wassermann reaction of her blood is negative. 

The eruption consists of a number of somewhat pain- 
ful indurated scaly lesions, ranging from a_half-dime 
to a silver dollar in size. A number of the lesions have 
broken down, revealing a punched-out opening with a 
grayish discharging base, measuring about 5 mm. in 
diameter. There are more lesions on the left leg than 
on the right. 

A roentgenogram of the lungs gave no evidence of 
pulmonary tuberculosis. A Vollmer patch test and an 
intradermal test with tuberculin, diluted 1: 1,000, were 
performed yesterday. The Wassermann reaction of the 
blood is negative, and the urine is normal. 


DISCUSSION 
Dr. Georce M. Lewis: I think that a diagnosis of 
erythema induratum is tenable. Trauma may be a 
precipitating cause. 
Dr. THomas N. GraHam: I favor a diagnosis of 
erythema induratum, in spite of the location of some 
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of the lesions on the extensor surfaces of the legs. The 
lesions themselves are typical of this dermatosis. 

Dr. GirscH D. AstracHan: I also think that this 
is Bazin’s disease (erythema induratum), in spite of the 
fact that some of the lesions are very painful. I have 
seen lesions of that kind in erythema induratum 

Dr. Wripert SAcHs I believe that the 
presented by the patient would justify either diagnosis. 


lesions 


She is not too old to have erythema induratum and 
not too young for a periphlebitis. Some lesions are 
painful and some are not. I think that one cannot 


differentiate clinically between the two diseases at this 
time, and biopsy may be of help. If one finds changes 
in the deep and tubercles about them, 
able to that this is the tuberculous 
of perivasculitis. 

Dr. 


vessels one 


may be say type 


IsaporE Rosen: Time and again one sees pa- 
tients with similar to those present in this 
patient. Some of the ulcers are superficial; others, 
again, are fairly deep. They may be associated with 
the ingestion of drugs or other toxic substances. They 
would hardly fit in with the classic manifestations of 
erythema induratum; owing to the location, the super- 
ficial character of the lesions and the age of the patient, 
the lesions do not conform to this disease. 

Dr. HERMAN Swarvit: I am prepared to accept 
both diagnoses. I am impressed with the fact that 
the trouble occurs predominantly in women. I wonder 
whether any one has ever studied its relation to preg- 
nancy and whether these patients have had phlebitis or 
any other disease peculiar to women that may have 
been a predisposing cause. 

Dr. Maurice J. Costetto: Clinically, at first sight, 
one might make a diagnosis of erythema induratum, 
but if that diagnosis were made, one would have to 
say that it is of an unusual type. Lesions of erythema 
induratum as a rule are deeper and less painful than 


lesions 


these. The patient never had lesions on the legs 
until two years ago, when she began to work. In 
regard to Dr. Sharlit’s observation, I think it is a 


disease occurring almost exclusively in women. Dr. 
Bechet wrote a paper in which he said that periphle- 
bitis nodularis necrotisans is identical with erythema 
induratum. 


A Case for Diagnosis (Vasculitis; Periarteritis 
Nodosa?). Presented by Dr. FE. ABRAMO- 
WITZ. 


R. B., a woman aged 46, came to the Skin and 
Cancer Unit of the New York Post-Graduate Medical 
School and Hospital in March 1944, complainitg of 
an eruption on her legs of five months’ duration. 
According to her history, painful dark bluish 
have been recurring from time to time, some of which 
have broken down after days or weeks. The patient 
gives a history of having taken large quantities of 
acetylsalicylic acid. General examination revealed 
nothing abnormal. 


spots 


On the lower third of the legs anteriorly and to a 
lesser degree posteriorly there is a moderate number 
of nickel-sized and somewhat larger  blackish-bluish 
round macules and ulcers. 

The urine was normal. The Wassermann reaction 
of the blood was negative. Hematologic examination 
showed 3,930,000 erythrocytes, 66 per cent hemoglobin, 


280,000 platelets, 11,050 leukocytes, with a normal 
differential count, bleeding time of three minutes 
forty-nine seconds, coagulation time of twenty-five 


minutes and normal clot retraction and fragility. 


GY 


AND SYPHILOLOG) 


Histologic examination of a lesion showed 

and perivasculitis. 
DISCUSSION 

Dr. HERMAN SHARLIT: Certainly this 
gestion of 1odides has been constant, and 
a sensible move to stop it and see what 

Dr. Sacus: In section 
changes in the vessels and about tie vessel 
diagnosis of vasculitis, there must be dama 


vessels. I suggested a cardiovascular ex 
and J still feel that the patient may have 
ciated vascular disease. 

Dr. IsApoRE Rosen: I saw this patient o1 


admission to the clinic, and the lesions were eryth 
tous and bullous, with superficial erosions, givir 
picture of bullous erythema multiforme. As 

tient had been taking many types of 
associated the eruption with the ingestion of 


MeEAICINeE 


Dr. ANTHONY C. CrpoLLaro: My impressior 
this 1s not a disease of the erythema induratun 
but one due to ingestion of a drug. 

Dr. E. The 
tis” or “perivasculitis” do not seem to help 
patient. It is important to keep such patients 
feet, even those with Bazin’s disease (erythema i1 
tum). When they fail to respond to other kir 
treatment, they will improve when kept off their 


names 


Presented 


Purpura of Unknown Cause. 
Tuomas N. GRAHAM. 


M. K., a white girl aged 17, was first seen a 
New York Hospital on March 15, 1944, complair 
of an eruption of two and a half months’ at 
involving the extremities, buttocks and abdomer 
first appeared on the medial aspect of each t 
just above the knee and gradually spread to its pres 
distribution. During a period of three and 
weeks’ observation a number of new lesions appear 
There have been no subjective symptoms. 


acetylsalicylic acid taken not oftener than onc: 

two or three months. There is no history g 

or arthritis. The tonsils have been removed, and t« By 
patient is not subject to attacks of pharyngitis. 1 


teeth have recently been treated, and they sho 
evidence of infection. Her diet has been adequat 
has not been lacking in vitamin C. 


r . - . . - 
There is no history of ingestion of drugs except Deni 
4 
| 


There are numerous discrete and confluent petec! ; 
most pronounced on the legs, thighs and 
On the lateral aspect of the thighs and on the butt 
in addition to the petechial lesions, are irregu 
erythematous scaly patches. There are several 
on the legs in which the arrangement of th 
suggests an annular configuration. There is no atrop! & 
of the involved cutaneous areas. } 

A Rumpel-Leede test, with a 
of mercury for ten minutes, resulted in the ap 
of ten purpuric spots. ; 


pressure of 1() m 


The blood count was as follows: hemoglo}in, 
Gm.; red blood cells, 4,200,000; platelets, 180),(\": Rahs 
white blood cells, 8,000, with lymphocytes. 45 
cent; polymorphonuclear leukocytes, 47 per ceo! 
mature cells, 7 per cent; monocytes, 6 per ce Rta 
eosinophils, 1 per cent, and basophils, 1 t 


Clotting time of the blood was five and a hal: munute 
and bleeding time was thirteen minutes. 
sedimentation index was 0.25; the total fall 
and the red blood cell value, 43 per cent. 

A Mazzini reaction of the blood was nega 
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DISCUSSION 


Wise: Dr. 
well ce nside red, 
is guttata 
bed in the literature. 
annular lesions, of 
ist make think of 
innularis telangiectodes). 
eat many different individual 
is manifesting different 
although I should not venture a diagnosis 
telangiectodes, I think that it 
in mind. One of the peculiarities of 
ase as contrasted with ordinary purpura is 
urpura annularis telangiectodes there are as 
metabolic disturbances of serious nature 
while the patients complain of arthritis, but 
no changes in the blood picture. This patient 
lesions from those 


Rosen's suggestion of para 


because several cases of 
hemorrhagic lesions 
But undoubtedly the 
which two 
Majocchi's 
This 


lesions 


with have 
saw 
one dise ast 
disease pre 
and is 
morphologic char 
annularis 


borne 


have no detectable aside 


Witt1AM ApRAMOWITZ: In the absence of 
gov abnormal laboratory findings, I think that this is 
Brobably a case of what is called purpura simplex, in 
Bmany cases of which one cannot find a cause. It 
Mav help to estimate the vitamin C content in the 
b in spite of the fact that the patient is supposed 
I attach little importance 


t ve an adequate diet. 
MH} ringed lesions on the legs, because I have found 
Hem in several types of eruptions. 

Dr. Jack Worr: The lesions on the arms are sug- 
Bestive of parapsoriasis, and the lesions on the lower 
#xtremities are definitely those of purpura. In the 
Bhser of scaling on the forearms, I should be in- 
Rined to classify the lesions there as part of the 
Dict of purpura rather than of parapsoriasis, since 
Mey are also more edematous than lesions of classic 
Darapsoriasis. 


x. GeorGE M. Lewis: The classification of purpura 
fems unsatisfactory, and one seldom determines the 
( Perhaps a platelet count to rule out thrombo- 
penia is the most important laboratory procedure in 
ml cases of purpura. The duration of the lesions in 


Bis 


is long for ordinary purpura, since in the 

Pmiajority of cases lesions subside in a few weeks. This 
patient still has active lesions after three and a_ half 

months. The presence of annular lesions is of interest. 
GirscH AstrRACHAN: I think that this 1s 


mome kind of a toxic eruption, and I suggest a study 


Mi the blood chemistry for urea nitrogen, uric acid 
pend the icterus index. Also, I suggest the making of 
a platelet count. I agree with Dr. Rosen that the 
lesions of the upper extremities strongly suggest para- 
bsoriasi 

De. Witpert Sacus: I believe that the patient has 
purpura simplex, and for this disease one does not 


If there were any other features, it 
t be purpura simplex 


the cause. 


Dr. Tomas N. Granam: Biopsy of sections from 
| ¢ lesions should show whether this patient has either 
Parapsoriasis or purpura annularis telangiectodes. With 
; I Dr. Abramowitz’ suggestion that exposure 
Mm chemicals may have caused the eruption, the patient 
at she had used a henna preparation on her 
umber of times. I did not consider this in- 

important, because there evidence 
cutaneous sensitization. 


was no 
-Observations on biopsy were consistent with 
IS Of purpura and ruled out parapsoriasis 
ura annularis telangiectodes (Majocchi). 
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A Case for Diagnosis (Ichthyosis; Lichen Planus 


Hypertrophicus?). Presented by Dr. Mavrict 

J. COSTELLO. 

R. A., a woman aged 45, was born in Colombia, 
South America, where she resided until several months 
ago \n eruption has been present for the past twelve 


years, although the patient’s skin has been dry most of 


her life. Severe pruritus has been a prominent feature 


recently. The eruption, which is well demarcated, 
involves the extremities chiefly, the skin of which is 
hyperpigmented, lichenified and covered with scratch 


marks. There are a number of discrete slightly eleva 
ted violaceous pruritic lesions, the size of a pea, some 
of which have a verrucous surface on the extremities 

Biopsy of one of these lesions, by Dr. Sachs, showed 
that the epidermis was not acanthotic or thin. The 
surface was verrucous and covered by an _ increased 
loosely laminated horny layer. There was a tremendous 


amount of pigment in the basal cell margin. The 
elastic tissue was fragmented but present. It was felt 
that the lack of reaction and the presence of elastic 


tissue ruled out acrodermatitis chronica atrophicans and 
that there were no pathologic features that would fit 
in with lichen planus. 

There is thinning of the skin on the backs of the 
hands but no atrophy of the interosseus muscles. 
There is some impairment of the sensation of touch 
but none of heat and cold. 

The Wassermann reaction of the nega- 
tive. Examination of nasal smears for Mycobacterium 
leprae was unsuccessful on two occasions. 

Treatment has consisted of small doses of thyroid 
extract and 150,000 U. S. P. units of vitamin A taken 
daily, with local administration of bland lubricating 


bloc rd Was 


oils. 
DISCUSSION 


Dr. Frep Wise: Leprosy seems to me to be the 
most probable diagnosis. 

Dr. HERMAN SHARLIT: I cannot say that I am not 
impressed by these judgments, but I still think that 
the patient is a victim of her place of origin. If she 
did not come from where she does, I should not think 
ot leprosy. She has been given a great deal of arsenic. 

Dr. E. The pigmentation 
stops sharply at the thighs, and then there are little 
elevated almost keratotic lesions on the thighs, which 
I thought at first might be due to arsenic. There were 
none on the body. I believe that leprosy must be 
ruled out. 

Dr. Greorce M. Lewis: In early leprosy the symp- 
toms and signs may be minimal, and I should favor 
that diagnosis. 

Dr. WiLBerT SAcus: The total lack of inflammatory 
process in the cutis is against a suggestion of leprosy. 
However, I shall stain for the organism. If there 
are no organisms, and with the absence of lepra bacilli 
in the nasal smears, I think that leprosy can be ruled 
out. 

Dr. Maurice J. Costetto: This patient saw a num- 
ber of physicians in Bogota, Colombia, several of whom 
were dermatologists, and she stated that each one 
made a different diagnosis. When I first saw her my 
initial thought was of leprosy because of her place of 
origin, the sarcoid-like lesion and other indications. 
She has no loss of sensation to heat or cold, but there 
is some loss of sensation to touch. I tried the his- 
tamine test, and the result was negative. This patient 
came to me for relief of severe itching which I have 
known to occur on occasion in patients with leprosy. 
She presented an eruption that looked like neuroderma- 
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titis because of the severe pruritis. The nasal smears 
did not show Mycobacterium leprae. I cannot under- 
stand why a lesion of this type, which suggests lichen 
planus hypertrophicus clinically, does not show some- 
thing suggestive of that dermatosis histologically. 


Tuberculosis Verrucosa Cutis in a Patient with 
Advanced Pulmonary Tuberculosis. Presented 
by Dr. Maurice J. COostTeLto. 


J. McC., a white man aged 56 from St. Joseph’s 
Hospital for Chest Diseases, has had two lesions, one 
on the back of each hand, for the past year. The 
lesion on the left hand has healed, leaving a hyper- 
pigmented and depigmented half-dime-sized scar. That 
on the right hand is about nickel-sized and is divided 
into three zones, with a well marked border, which 
is erythematous. The central portion is papillomatous, 
with secondary infection. 

Three hundred roentgens were applied to the active 
lesion on March 18, 1944. 


DISCUSSION 


Dr. GeorceE M. Lewis: The spontaneous disappear- 
ance of one of the lesions is interesting. 

Dr. GirscH D. ASTRACHAN: Several months ago I 
saw a patient with two ulcerations, one on the fore- 
head and the other on the hand, in the tuberculosis 
ward of the Metropolitan Hospital. Biopsy, made in 
Bellevue Hospital, of a section from the lesion on the 
forehead proved the ulceration to be caused by tubercu- 


losis. However, the smear for Mycobacterium tuber- 
culosis was negative. The lesions were resistant to 
therapy. One ulceration improved rather rapidly, 


however, when a sulfanilamide ointment was applied. 
How can one explain the appearance of the ulcers in 
these areas? As is known, tuberculous ulcerations 
usually appear around the mucotaneous openings. 

Dr. HERMAN SHARLIT: Is it not unusual for tuber- 
culosis of the skin—or any other kind—to get well 
spontaneously ? 

Dr. Max SCHEER: It is not unusual for tuberculosis 
of the skin to heal spontaneously. 

Dr. Maurice J. Costetto: I have seen several 
patients with tuberculosis verrucosa cutis coexisting 
with pulmonary tuberculosis. It occasionally occurs 
in orderlies working in institutions caring for tuber- 
culous patients. I have seen tuberculous gummas on 
the skin that looked just like those described by Dr. 
Astrachan. They may occur spontaneously, without an 
underlying tuberculous focus in the bones or joints. 
I have known these lesions to occur in patients with 
scrofuloderma but in locations not overlying. tubercu- 
lous foci. 


NEW ENGLAND DERMATOLOGICAL 
SOCIETY 


Jacos H. Swartz, M.D., President 
Francis M. THurmon, M.D., Secretary 
April 12, 1944 
Pityriasis Lichenoides et Varioliformis Acuta. 


Presented by Dr. J. HARPER BLAISDELL, Boston. 


Mrs. H., a 27 year old white woman, presents a 
fairly generalized eruption of five weeks’ duration. 

Her past history revealed an attack of urticaria ten 
years previously, and since that time there has been a 
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symptomless dermographia. She has been m : 
five years. She has a boy 3 years old, and on Fe! 
1944 she delivered a second child, who is nor 
respects. There have been no miscarriag 
Hinton reaction of the blood during preg: 
negative. 

The present illness began five weeks ago, 
patient noticed an oval lesion, 3 cm. in diameter 
the right lower portion of the trunk. Seven 
the present eruption appeared on the arms. n da 
later she had a sore throat. When the patient wy 
first examined two weeks ago, there was generall; 
tributed over the anterior portion of the trunk 
thighs and particularly the upper extremities a ¢ 
red maculopapular and papular eruption, the | 
which ranged from a pinhead to a pea in size. (p 
an occasional lesion was present on the face 
lesions were crusted; an occasional one was _ pustu!z; 
and two of the pustules showed umbilicatio: 
days later the eruption had increased 50 per cent 
trunk, especially the back, was generally affected 
lesions subject to friction became crusted. 

At present there is a further extension of the er 
tion. A few of the older areas have flattened and : 
are represented merely by pigmentation.  Crusting 
more prominent than before. Some of the papules 
surmounted by vesicopustules; no umbilicatio: 
present. 


DISCUSSION 


Dr. ALBERT LEVENSON, Bridgeport, Conn.: I {a 
the diagnosis of parapsoriasis varioliformis a 
(Haberman type). The patient presents a multi 
eruption, which consists of papules, vesicles, ves 
pustules and crusts. The eruption seems not t 
the characteristics or distribution of secondary syp! 
Also there are no palmar or plantar lesions demo 
strable. 

Dr. WALTER F. Lever, Boston: The eruption is | 
a textbook picture of parapsoriasis of the variolifor 
type. 

Dr. Maurice J. Strauss, New Haven, Conn.: | 
Blaisdell tells me that the result of the second ser 
logic test for syphilis has not been reported 
sure that it will be negative. 

Dr. Ettwoop C. Bridgeport, Conn.: 
prefer to adhere to the diagnosis of pityriasis lichenoide 
et varioliformis acuta of Haberman. 

Dr. BERNARD APPEL, Lynn, Mass.: There is pr 
tically unanimous agreement in the diagnosis. [ shi 
like only to question the terminology. It seems t 
that one contribution which we can make in our mett 
ings toward the clarification of the problems of der 
tology is to straighten out the nomenclature. I tr 
when calling this meeting together, to emphasize ' 
those dermatologists who represented the differ 
clinics the importance of adhering to the terms ! 
diseases as they are presented in the “Standard Nome! 
clature of Disease and Standard Nomenclatur 
Operations.” This case represents a good example 
the necessity of standardizing the nomenclature. 1 
have been three diagnoses: The first was parapsoria 
varioliformis; the second was parapsoriasis lichenoit 
and the third was pityriasis lichenoides et variolifort 
acuta. The last term is the only one officially rec%é 
nized in the “Standard Nomenclature.” The disease 
first described by Haberman and Mucha, and the mas 
festations in this case clearly fit that description 
remember the first case of this disease presented be! 
this Society, a number of years ago, in which the sat 
problem of differentiation from secondary syphilis 4° 
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G. Downtnc, Boston: I should like to 
> Moree voth Dr. Appel about the use of correct terminol- 
. 1 | see a vesicular eruption which is labeled 
am still old fashioned enough to disregard 
sis. On the medial aspect of the patient's 
ere is a vesicle, slightly milky in color, with 
areola of erythema. I favor the diagnosis of 
lichenoides et varioliformis acuta. 


oz H. Swartz, Boston: I believe that the 

Ten days Mies vesicular syphilis is important. I remember 

ient wa fa case presented at the Massachusetts General Hos- 

ly en I had just finished studying exanthematous 

unk diseas the South Department of the Boston City 

s a du! MHospital. I called the disease variola, but it later turned 

a varioliform syphilid. 

Only HR pe. Oscar R. Jounson, Portland, Maine: I am 

lering about the serologic reaction. Has a titra- 
Stular Bon of the serum been done? 

HARPER BLAISDELL, Boston: This woman 


nted herself at my office two weeks ago. She 
in tears because the diagnosis of syphilis had been 
sted. Ten weeks ago, at the time of her delivery, 
negative Hinton reaction of the blood. Two 
eks following delivery, she noticed a lesion on the 


ing Jateral abdominal wall which did not trouble her. Ten 
_— days later she noticed the present lesions, which were 
oan » little different when I saw her two weeks ago than 
they are today. The eruption is more papular and 

Guskier today than it was at that time. The patient had 

I ia several lesions, perhaps three or four, which were 
sa Varioliform in type. During the past two weeks the 
griction from clothes easily traumatized the top of the 

e papules, and crusting occurred. On the foot today a 

t papule is surmounted by a vesicopustule. There have 
syp been no palpable lymph nodes. Three weeks ago the 
demon [patient gave a history of a sore throat, but there 
‘ no mucous patches. At the time of my original 


examination I considered the diagnosis of secondary 
4 ilis. The more I observed the eruption, the more 


s 
uncertain I was. Dr. Swartz looked at it and sug- 
gested that it might be the varioliform type of para- 
pooriasis. Dr. Lee McCarthy, of Washington, has 
= Ciscussed the varioliform type of parapsoriasis in Wise 


| Sulzberger’s 1942 Year Book of Dermatology and 
Scaling plaques are typical of this syn- 
Pcrome; this woman has none. If the eruption is pity- 
riasis of the varioliform type, one can assume that the 
Jesion on the abdominal wall was the “herald spot.” 


A 
Syphilology. 


is pra Two weeks ago the rapid Hinton reaction of the blood 
I sh Mas negative, and a week ago the Wasserman, Kahn 
is to mand Hinton reactions were negative. 


A Case for Diagnosis (Neurotic Excoriations; 
Dermatitis Factitia?). Presented by Dr. JoHn 
(DAMS, Boston. 


G., an Italian laborer aged 55, presents an erup- 
n the face and neck of three years’ duration. 

he primary lesion, a papule, developed on the 

labial fold and formed an ulceration. From 

site it extended to the adjacent portion of the 


per lip. A yellowish crust formed over this area, 
mpanied with intense burning and itching. A year 
Bter similar lesions developed on the left side of the 
Beck. “hey were sharply defined irregular ulcers; 


these measured 4 cm. in diameter and had an 
tous base with a granulomatous glistening 
which secreted serum. At the same time a 
lesion, 11 cm. in diameter, appeared on the 
irface of the left thigh. During the course 
ist year these lesions gradually disappeared, 


TRANSACTIONS 137 


while new lesions developed on the right cheek, the 
forehead and the left side of the neck: During a recent 
period of hospitalization the patient gave a definite 
history of having deliberately gouged his face, because, 
as he stated, “there is something in there, and | have 
to get at it.” 

On the right cheek and the left side of the neck 
there are irregular crusted lesions, semirectangular in 
shape, with linear streaks radiating toward the nose 
and chin 

Biopsy of an ulceration on the cheek six months 
ago revealed “chronic inflammation.” Serologic 
tions for syphilis were repeatedly negative. 

At weekly intervals for two months prior to Dec. 3, 
1943, roentgen therapy was administered, a total of 780 r 
to the right side of the face and left side of the neck 
and 420 r to the middle third of the face. After this the 
patient was hospitalized. Treatment with boric 
ointment resulted in practically complete involution of 
the lesions by the tenth hospital day. 


reac- 


acid 


DISCUSSION 


Dr. G. MARSHALL CRAWFORD, Brookline, Mass.: At 
one time I considered a diagnosis of dermatitis factitia. 
One morning it was pointedly suggested within the 
patient's hearing that he should have lesions on the 
back of his neck. The next week he had them. 

Dr. WALTER F. Lever, Boston: I favor the diagnosis 
of neurotic excoriations. There is no difficulty in get- 
ting the patient to admit that he digs the lesions. I 
followed his progress in the outpatient department be- 
fore he received roentgen ray therapy. I asked him 
several times whether he dug at the lesions and he 
admitted that he did—he just could not help it. 

Note.—A_ subsequent report from Dr. Joseph Good- 
man indicates a diagnosis of tertiary cutaneous syphilis. 
He obtained a history of a penile lesion twenty-seven 
years ago, treated at a drugstore by local application. 
Physical examination revealed enlargement of the head 
of one clavicle. Additional blood tests for syphilis have 
produced negative reactions. A roentgenogram of the 
cardiac stripe revealed enlargement oi the ascending 
aorta. The cerebrospinal fluid was normal. Oral 
administration of potassium iodide for two weeks was 
followed by remarkable improvement. The lesions 
have continued to regress with routine chemotherapy 
for syphilis. 


Pityriasis Rubra Pilaris. Presented by Dr. Georce 
ScHWARTZ, Malden, Mass. 


Mrs. G., a housewife aged 46, noticed dry red scaling 
oblique areas on the scalp, face, chest and back six 
months ago. 

Within three weeks, this eruption became generalized 
and pruritus was severe. The skin was deep red and 
infiltrated and was covered with fine scales. There was 
generalized adenopathy and loss of hair from the scalp, 
axillas and pubic regions. The hands and feet were 
swollen, and a brief and partial loss of sensation in 
the finger tips and toes was noted. The palms and 
soles were indurated. The patient experienced constant 
sensations of chilliness. No history of medication pre- 
ceding this eruption could be elicited. 

Examination reveals a superficial hyperemia of the 
entire integument. Small laminated, branlike scales 
are profuse. Large plaques of scarring are present on 
the palms and soles. The nails are friable, thickened 
and yellowish and have lost their luster. There is 
considerable loss of hair from the scalp, axillas and 
pubic regions. 
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Ihe Hinton reaction of the blood was negative. Cul- 
tures of clippings from the were negative for 
fungi 
Small doses of roentgen rays at weekly intervals have 


nails 


relieved the pruritus. 
DISCUSSION 

Dr. Francis M. TuHurmon, Boston: I believe that 
this case can be classified as a case of lymphomas and 
will prove to be a case of either leukemia or mycosis 
fungoides. An occasional case of generalized psoriasis 
has been observed in which the eruption started as 
seborrheic dermatitis of the scalp. 

Dr. R. Jr., The observations 
at biopsy were consistent with psoriasis. 

Dr. E. Mytes Stanpisu, Hartford, Conn.: I think 
that the lesions of the soles and palms are consistent 
My diagnosis is erythroderma psori- 


Soston : 


with psoriasis. 
aticum, 

Dr. Jacop H. Swartz, Boston: I recall similar cases 
at the Beth Israel Hospital in which the observations of 
a pathologic examination were consistent with psoriasis. 
One case was that of a young girl, and the other, of a 
middle-aged woman. It turned out that both had pity- 
riasis rubra pilaris. The large follicular openings and 
the plugging of the dorsal phalangeal areas, together 
with keratosis, are typical of pityriasis rubra pilaris. 

Dr. Joun G. Downinc, Boston: There is one ad- 
dition I should like to make to Dr. Swartz’s observa- 
tion: the peculiar yellowish appearance, especially of the 
palms, and the scaling on the elbows and the wrists. 
I thought this was a typical picture of pityriasis rubra 
pilaris. 

Dr. BERNARD AppeEL, Lynn, Mass.: I agree with the 
diagnosis as presented. According to the patient’s his- 
tory, the eruption resembled a seborrheic dermatitis or 
psoriasis at the onset. Many such eruptions are diag- 
nosed as one or the other of these entities before the 
development of palmar and plantar hyperkeratosis and 
the subsequent follicular keratotic plugging, 
occurred in this case. 


such as 


A Case for Diagnosis (Neurodermatitis Circum- 
scripta; Dermatitis Factitia?). Presented by Dr. 
(GEORGE E. Morris, Boston. 

lesion on 


a white American girl aged 14, presents a 
the proximal phalanx of the right index 
finger of three years’ duration. 

At the onset there was a small elevated area, which 
gradually enlarged. There is no history of medication 
or trauma. 

Examination shows an elevated thickened infiltrated 
area, 1.2 cm. in diameter, on the dorsal surface of the 
proximal phalanx of the right index finger. On pal- 
pation it feels rough and leathery. Pressure produced 
no change in the lesion. 

The Hinton reaction of the blood was negative. 

No improvement was noted after the use of occlusive 
dressings for a period of two weeks. 

DISCUSSION 

Dr. C. WetsE, Bridgeport, Conn.: I should 
like to support the diagnosis of dermatitis factitia. 
The child is righthanded and can easily bring her 
right hand up to her mouth. I think that she produces 
trauma by sucking the dorsum of the proximal phalanx. 

Dr. FRANCESCO RoNCHESE, Providence, R. I.: The 
girl bites her finger nails severely. In spite of her 
denial, I believe that the lesion on the index finger 
is self inflicted. This practice is not as common as 
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nail biting. It is often unrecognized, and the 
lesions have been diagnosed as warts, derma: 
or keloids. 

Dr. Witttam B. CoHen, Providence, R. | 
stated in the history that this lesion was covered 
an occlusive dressing for two weeks, with no res 
improvement. 

Dr. Ettwoop C. Wertse, Bridgeport, Con 
support my original diagnosis. Two weeks 
sufficiently long trial of occlusive dressings. A ; 
of paris cast on her finger for a longer period 7 
give results. 

Dr. Francis M. TuHurMmon, Boston: | 
diagnosis of nevus. | similar nevus 
girl 13 years old, which had been present since bir 


Suggest 


have seen a 


Dr. JoseEPH GoopMAN, Boston: I was about t 
the diagnosis of nevus or sarcoid. It would 
interest to have a biopsy. 

Dr. Jacop H. Swartz, Boston: I should like 
the diagnosis of granuloma annulare. When 
is stretched, the waxy, hard border suggests granu 
annulare. 

Dr. E. Mytes Stanpisu, Hartford, Conn.: It 
a little soft for granuloma annulare. 


A Case for Diagnosis (Lupus Vulgaris; Sarco: 
[ Darier-Roussy]?). Presented by Dr. LreoKk 
sky, Chelsea, Mass. 

i. S., a white American school be vv aged 6, preset 
lesion on the left cheek of four months’ duratiot 

The area has remained discrete and has not incr 
in size. 

On the leit cheek the patient presents a raise 
regular plaque, 2 cm. in diameter. Its surface 1s 
and is studded with discrete papules, gaping 
and pustules. 

Local applications of sulfathiazole ointment an 
ointment of sulfur and salicylic acid together 
ultraviolet irradiation have produced no_ benefit 


DISCUSSION 


Dr. JouN G. DowninG, Boston: | 
nosis of lupus vulgaris. 

Dr. Wittiam R. Hitt Jr., Boston: I believe 
this is primary inoculation tuberculosis. The child 
lesion on the face and the left cheek, and the regio! 
lvmph nodes are palpable. I think that this lesion 
heal and these nodes will break down. 

Dr. J. Harper BLAISDELL, 
is proposed in this case? 

Dr. 


suggest a 


,oston: What treatme: 
Joun G. Downtnc, Boston: Forty 
mercuric nitrate ointment topically applied, sh 
be beneficial. I think that this is not primary inoc 
tion tuberculosis. 

Dr. Francis P. McCartuy, Boston: I think t 
this is not primary inoculation tuberculosis. | sugg 
the use of solid carbon dioxide on the basis of the | 
sible diagnosis of lupus vulgaris. 


per ce 


Dr. WaLTER F. Lever, Boston: I believe that this 
lupus vulgaris rather than primary inoculation tux 
culosis. I suggest excision of the lesion followed 
skin graft. If not treated quickly enough, a /esi0! 
this type may enlarge. 

Dr. G. MARSHALL CRAWFORD, Brookline, \!ass 
should like to emphasize Dr. Lever’s statements 
lupus vulgaris this is rapid development to 


four months, but I think that such is probably 
diagnosis. When lupus progresses as rapidly as ' 


2 


] 
] 
pat 


destructive measures would simply 
I have seen smaller lesions 


widespread destruction, even after 


» disease. 
iit in 
tts have been made in the use of 
should be radically excised down to 


various 


ese 


Case for Diagnosis (Lichen Planus; Lichenoid 

Purpuric Dermatitis [Gougerot and Blum]; 

Avitaminosis A; Parapsoriasis?). Presented by 
op H. Swartz, Boston. 


| 


Russian Jewish housewite aged 46, com 
an eruption over the extensor surfaces of 
a small area on the neck, of nine months’ 


aks 


it t { t nset the lesions on the arms appeared to be 
q a, s.” Recently these lesions have become more 
-: and itching has been noted. 
ation revealed a_ reticulated pigmented 
re 4 eruption over the upper extremities, most 
ra p ed on the extensor surfaces. Keratosis pilaris 
v on the thighs. A small similar area. was 
nt ! the neck. 
— ' ops as inconclusive. Results of six serologic 
Bxamination of the blood were reported as follows: 
5; Bie Hinton reaction positive, the Hinton reaction doubt- 
as f) and the Hinton and the Wassermann reactions each 
ere has been no treatment. 
DISCUSSION 
incre oHN G. DowNninG, Boston: In spite of all those 
Bugeested diagnoses, I have the temerity to present my 
aist t diagnosis of contact dermatitis. This woman is 
e ® stitcher, working with many kinds of cloth. She 
Btitches artificial leather, with which her arms come 
i tact. I inquired about her clothing. She wears 
at ® thin cotton dress, and dust could sift down onto her 
ler Bhighs 
t Jk. Gtorce E. Morris, Boston: In a study of lichen 
planus folliculosis circumscriptus (Combes, F. C., and 
Bluefarb, S. M.: Arco. Dermat. & SypH. 44:46 
a diag aul 1941) lesions similar to those present in this 
‘ have been described. I suggest this diagnosis 
PVE J present Case. 
Id (;. MARSHALL CRAWFORD, Brookline, Mass.: Dr. 
regi HM owning’s diagnosis of contact dermatitis seems likely. 
ion This woman cleans her stitching machine fifteen or 
M\venty times a day with kerosene, followed by an oil. 
‘eat That would present the possibility of an oil dermatitis. 
» Dr. Jacop H. Swartz, Boston: The fact that I have 
er | prrerec variety of diagnoses admits my inability to 
sh be positive. The only reason I thought of lichenoid 
inoct purpuric dermatitis was because of the hemorrhagic 


reticulated character of the eruption. Diascopy reveals 
ed a detinite pigmentation. There is an alinement of the 
lesions which I have not seen in contact dermatitis. 


“iy am interested in Dr. Morris’ diagnosis. 
+] ‘A Case for Diagnosis (Morphea?). Presented by 
Dk. Francis M. Tuurmon, Boston. 
we M a Nova Scotian housewife aged 58, presented 


510! Ba les n the left upper quadrant of the abdomen, of 
twenty-cight years’ duration. 

csion appeared after irritation caused by a 

nation reveals an irregular rectangular atrophic 


cm. by 1.5 cm. in its greatest transverse 
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and Wassermann reactions ot the 
Biopsy was not performed. 


Che Hinton, Kahn 


blood were negative. 


DISCUSSION 


Dr. C. Guy Lane, Boston: I feel that this is a basal 
cell epithelioma of superficial type rather than a 
morphea. I recommend excision. 

Dr. R. Hitt Boston: In 1932 this 


patient took two bottles of a liquid medicine for iritis, 
the administration of which began with one drop. I 
propose a diagnosis of arsenical epithelioma. 

Dr. LEoN Bapatian, Portland, Maine: I should like 
to propose the diagnosis of epitheliome plan cicatrictel, 
as described by French physicians; biopsy should be 
done. 


Dr. Mivprep L. Ryan, Brockton, Mass.: This patient 


told me that a corset steel had irritated the skin. | 
agree with Dr. Lane’s diagnosis. 
Dr. Francis M. Tuurmon, Boston: I accept the 


diagnosis of epithelioma. After biopsy, I shall excise 
the lesion. 


A Case for Diagnosis (Dermatitis Medicamen- 
tosa?). Presented by Dr. Francis M. THurMon, 
Boston. 


fH. Ge American born Negro woman aged 44, 
presented a generalized erythematosquamous eruption 
of five months’ duration. 


all 


She was being treated for tertiary asymptomatic 
syphilis, when on Oct. 25, 1943, after the seventh 
treatment with neoarsphenamine (0.6 Gm.), itching 
scaly lesions, resembling pityriasis rosea, developed 
on the trunk. On .November 26 lesions resembling 
mucous patches were observed on the lips, tongue, 
buccal mucosa and uvula. A moist excoriated papule 
was observed on a labium. These mucosal lesions 


cleared by November 29, but the cutaneous eruption 
persisted and continued to spread, involving the ex- 
tremities. Treatment for syphilis was discontinued 
October 25. 

Symmetrically distributed over the trunk and ex- 
tremities, there is a hyperpigmented eruption, which is 
dry and topped by a thin scale. The lesions tend to 
be oval or irregular in contour. The vermilion border 
of the lower lip 1s depigmented. Leukoplakia is present 
on the tongue. 

The Hinton and Wassermann reactions of the blood 
were positive. The urine and the blood sedimentation 
rate were normal. The routine examination of the blood 
showed: hemoglobin content, 71 per cent; erythrocytes, 
3,100,000, and leukocytes, 7,300, with 3 per cent eosino- 
phils. 

Treatment has consisted of the 
calcium gluconate orally, a solution of liver extract 
intramuscularly, application of lotions and_ colloidal 
baths. 


administration otf 


DISCUSSION 


Dr. BERNARD AppeEL, Lynn, Mass.: I am inclined to 
believe that the history, the extent of the eruption, the 
residual pigmentation and the fact that the appearance 
ot the dermatitis followed several doses of an arsenical 
produce a picture consistent with dermatitis medicamen- 
tosa due to arsenic. 

Dr. WitttAM R. Hitt, Jr., Boston: The patient has 
vesicular of the lichenoid type. I think that 
they are a postarsphenamine lichenoid eruption. 


lesions 


Dr. Francis P. McCartuy, Boston: Reference was 


made to the development of mucous ‘patches in the 
mouth following use of arsphenamine. 


Whether or not 


Text mt 
is t la! 
bat 
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that was meant to be in the history, I do not know. 
The patient shows an advanced syphilitic glossitis, with 
atrophy and complete disappearance of the papillae 
of the tongue. A few islands of relatively normal papil- 
lae and a typical leukoplakia are present. These facts 
indicate a disease of long duration and are consistent 
with syphilis of long standing. The eruption in the 
mouth certainly could not have been a mucous patch 
occurring in a person with a disease of such duration. 
I think that it is part of the toxic effect of the arsenic. 

Dr. Austin W. CuHeever, Boston: I agree entirely 
with Dr. McCarthy. 

Dr. Francis M. THurMon, Boston: The oral lesions 
that the patient had were of an acute intermittent type, 
which occurred after the dermatitis had begun. They 
resembled mucous patches and lasted from seven to 
ten days. They were not the mucous patches seen in 
secondary syphilis. The patient has not responded to 
the prescribed therapy. The increase in. pigmentation 
and number of lesions has continued. If there are any 
suggestions for therapy in this particular case, I should 
certainly be glad to hear them. 

Dr. Georce E. Morris, Boston: I suggest that the 
patient be given some typhoid vaccine along with an 
arsenical. I should like to see this woman again. 

Dr. Francis M. THurMon. Boston: I should hesi- 
tate to administer a trivalent arsenical concurrently with 
induction of artificial fever, because I am not certain 
whether this eruption is due to syphilis or to an un- 
toward effect from medication for syphilis. 


A Case for Diagnosis (Parapsoriasis Lichenoides 
[Brocq]). Presented by Dr. Wittram P. Boarp- 
MAN, Boston. 


A. C., a white American girl aged 15, presented a 
generalized and persistent erythematous eruption of two 
months’ duration. 

Generally distributed over the body are flat papular 
dark red to slightly brownish pigmented lesions. 
Similar lesions were sparsely present on the face. 
There is no scaling and no pruritus. Follicular lesions 
are seen on the extremities. Small lymph nodes of 
generalized distribution are palpable. The patient pre- 
sents no oral lesions. 

The Hinton reaction of the blood was negative on 
two occasions. The urine was normal. A _ routine 
examination of the blood showed: hemoglobin content, 
76 per cent; erythrocytes, 4,150,000, and leukocytes, 
6,400, with a normal differential count. 


DISCUSSION 


Dr. BERNARD APPEL, Lynn, Mass.: I agree with the 
diagnosis as presented. The unusual feature of this 
case is that the lesions are perhaps not quite as papular 
and do not show the crusting that one would expect 
in the more classic picture. The symptoms correspond 
to the generalized macular and papular nonitching 
eruption, which is rather slow to disappear, together 
with a negative serologic reaction, as is seen in the 
Brocq syndrome. So far as the eruption is concerned, 
the roseolate lesions are indistinguishable from secon- 
dary syphilis. 


Scleroderma; 
Presented 


A Case for Diagnosis (Vitiligo; 
Lichen Sclerosus et Atrophicus?). 
by Dr. C. Guy Lane, Boston. 

R. S., a white youth, aged 19, presented lesions on 
the back, neck, extremities, tongue and buccal mucosa 
of five years’ duration. 


DERMATOLOGY 
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At the onset there were small red 
firm swellings, which appeared on the dors 
left hand. A local physician administered 
preparation intramuscularly at weekly int 
three months, with no improvement. A se 
cian administered liver extract, without im; 
The lesions slowly spread and appeared on 
hand. Loss of flexibility of the fingers wa 
Two years ago Dr. Arthur Greenwood ad 
roentgen rays over the sympathetic nerv: 
thoracic region of the spine. Six months lat 
performed at the Burbank Hospital, Fitchbu 
substantiated the previous diagnosis of lich: 
Twelve months ago the patient noticed a t 
ness developing in the skin, which original], 
the hands and feet but slowly extended to 11 
legs, arms, face and neck. Articular motion pbecs 
limited; atrophic changes of the skin occurred: 4) 
tions of the hands and feet developed, and loss of wei 
malaise and easy fatigability were noted. Three mor 
ago the entire body was involved; the feet 
affected by lesions similar to those on the hands. Sp 
reddish macular patches appeared on the tongue, 
eventually became covered with dry scales. At: 
same time sharply marginated pigmented and 4 
mented areas became evident over the body. Sore: 
of the tongue and especially of the lateral marg 
developed. There was alopecia of the scalp, and + 
hair after partial regrowth was white. Increasing 
of pedal and manual flexibility was accompanied 
general malaise and weakness. 

Examination revealed areas of pigmentation and 
pigmentation. The skin of the hands, forearms, : 
and legs is tense, firm and smooth. Several ragg 
ulcerations are present on the dorsa of the feet 2 
hands. 


as\ 


back is thick, tense, smooth, white and somewhat sca 


is noted. 
are present on the buccal mucosa. 
limitation of motion of all distal extremities. 


Laboratory studies revealed no abnormalities exce 


a mild secondary anemia. Treatment has consist 
of therapy with multiple vitamins, applications 
chlorinated soda and the use of basic fuchsin. 

Dr C. Guy Lane, Boston: This patient was se 
by Dr. Arthur Greenwood two years ago. [| hop 
that he would be here today. 
time that the patient definitely had lichen planus, ! 
there were some unusual features about the case 


think that this case has been presented previously. | 


is difficult for me to correlate this present 


with a previous lichen planus, and yet there are c¢ 


tain areas which suggest an atrophic lichen lesion 

seemed to me that this case belongs with those ot scler 
derma. I was interested to find in the “Corpus iconv 
morborum cutaneorum” edited by L. Nékam foll' 
the last International Dermatologic Congress, 


pest, a photograph of an ankle looking like the patien! 
The disease was classified as # 
whether 2 


ankle in this case. 
ulcerated scleroderma. I do not know 
of the lesions on the backs of the hands, which look 
a great deal like small bullae in the beginning, 53 
remained. 
can see that vesicles have developed. 
slight enlargement of the area during the 
observation; it has not been treated. 


There has t 


nerin 


peti 


the bullae have perhaps developed as a result of mot 
I am 


and at these sites ulcerations have formed. 


Vesicles are present on the hands. The sk 
of the neck, axillas, cubital spaces and portions of t 


The tongue is smooth. White atrophic are 
There is decide 


We both felt at th 


wor 
Wik 


in Buda 


If one looks closely at the right knee, 0 


It has been = 
belief that on the ankles and on the backs of the wr 
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ith regard to therapy, but I shall be grateful 


4 

egestions. 

M. Tuurmon, Boston: I believe that 
4 é tomy might be of benefit in this particular 


A Cas: for Diagnosis (Nevus Linearis?). Pre- 
by Dr. Austin W. CHeever, Boston. 
Scotch boy aged 2 years, presented a lesion 

months’ duration, extending from the right 


jown the arm. 

; nset was marked by a small area over the an- 
te rface of the shoulder, which gradually extended 
1 the neck and down the arm. 

| nation reveals mottled slightly raised rough 
Bapules eddish brown and 5 mm. to 1.5 cm. in diameter. 


DISCUSSION 
op H. Swartz, Boston: I suggest the diag- 
Dosis of lichen striatus, and I believe that the lesion 
be left alone. 

Dr. AusTIN W. CHEEVER, Boston: I accept the diag- 
ecall a similar case presented six months ago 

1 a large strip of the lesion had been removed 
gically. A disfiguring keloid developed and then 
leaving a wide smooth scar. Practically the 
of the lesion that was not removed surgically 
disappeared, but a scar remains at the site of 
I wonder if this case is not of the same type. 


” 


Lichen Nitidus. Presented by Dr. Austin W. 

(CHEEVER, Boston. 

) \. R. a 25 year old Greek man, presents an itching 
@ruption involving the buttocks, thighs, genitocrural 
olds and extensor surface of the left forearm, of nine 
Months’ duration. 

I lesions were slow to develop, and there was 
t nsiderable itching. The lesion above the left knee has 
preel: ly cleared, and the hair is regrowing. The patches 
are slowly reddening and are made up of closely packed 
Bat ne-shaped papules, which are the color of normal 


—_ confirmed the diagnosis of lichen nitidus. 
[he eruption has improved under roentgen therapy 
@ni mildly stimulating ointments. 


DISCUSSION 


Dr. C. Guy Lane, Boston: This case does not fit 
a neept of lichen nitidus. The lesions seen in lichen 
Bitidus are not apt to be crusted. They occasionally 
0 on the arms. They may be grouped flat papules 
Bluich are asymptomatic. I wonder whether this could 
be neurodermatitis or whether there has been some 
therapy which resulted in dermatitis. 

Dr. Ettwoop C. Weise, Bridgeport, Conn.: I should 
Bke to substantiate the diagnosis of neurodermatitis. 

lo not know exactly how to account for the lesions 
Bat resemble lichen nitidus. Biopsy has been made 
@ the Walter Reed Hospital. Physicians there tend 
® tavor the diagnosis of lichen nitidus or granuloma 
a The lesion which I palpated felt firm and 
@most keloid-like in structure. 
| Dk. Grorce Scuwartz, Boston: The lesions on the 
Buttocks and thighs suggest a contact dermatitis. 

Uk. LEONARD E. Anperson, Springfield, Mass.: I 
mould like to suggest that a test with congo red be 
Gone. This might be a lichenoid papular type of circum- 
amyloidosis. 

De G. Downinc, Boston: I do not agree 
Hth the diagnosis of lichen nitidus. I have never 


encountered a case of lichen nitidus in which the penis 
and the lower portion of the abdomen were not involved. 

Dr. Austin W. CHEEVER, Boston: This is not my 
idea of lichen nitidus, but the patient has been seen 
by two dermatologists, who, I believe, saw the biopsy 
specimen and agreed that it showed lichen nitidus. It 
seems strange to me that a contact dermatitis would 
produce such complete epilation. The patient is ex- 


tremely hairy. The involved areas are almost bald. 
A mild ointment of salicylic acid has been applied as 
well as a tar ointment and boric acid ointment. As 


vet I have not had the opportunity of studying this 
case thoroughly. 


LOS ANGELES DERMATOLOGICAL 
SOCIETY 


H. GoECKERMAN, M.D., Chairman 
CLEMENT E. Counter, M.D., Secretar) 
April 11, 1944 


A Case for Diagnosis (Late Syphilis?). Presented 
by Dr. Curis HALLORAN. 


A. F. F., a Mexican man aged 55, has an eruption 
which began about one year ago, on the hands. The 
first lesion was under his heavy signet ring on the 
fourth finger of the left hand. At about the same time 
four furuncle-like lesions appeared on the back. These 
were incised by a physician in Mexico City. Soon 
after that, four other lesions, that were suggestive of 
leprosy, appeared on the legs. The lesions on the back 
discharged a serous pus for three‘ or four months and 
finally healed. The lesions on the legs have healed 
except for one coin-sized ulcer. There is an annular 
marginated silver dollar-sized lesion on the back of 
the leit wrist. There are lesions on the bearded region 
that tend to be circinate and are impetiginous at times. 

The Wassermann reaction of the blood was negative. 
The urine was normal. Microscopic examination of 
the purulent discharge, on smear preparation and on 
culture, showed streptococci, Streptococcus viridans 
and staphylococci. Nasal smears have not revealed 
Hansen’s bacilli (Mycobacterium leprae). 


DISCUSSION 


Dr. H. C. L. Linpsay: The lesions on the wrist 
look like ringworm. 

Dr. Netson Paut ANnperson: I think that all one 
can say is that the lesions belong in the granuloma 
group. Biopsy should be done. Apparently syphilis 
has been excluded. I doubt that one can say much 
more before further investigative work has been done. 

Dr. H. P. Jacosson: The eruption in this case pre- 
sents features strongly suggestive of psoriasiform syph- 
ilis. The negative serologic reaction does not exclude 
that diagnosis. The lesions on the face are fairly 
superficial, and slight atrophy and a lesion suggestive 
of lupus erythematosus are evident on the leit side. 
The diagnosis rests between psoriasiform syphilis and 
lupus erythematosus, and a therapeutic test should help 
to establish the definite diagnosis. 

Dr. Paut Foster: It strikes me that in this case 
there is the clinical picture of something with which 
I am not familiar. In view of the fact that the patient 
has spent a number of years in Mexico, it seems to 
me to be advisable to investigate the possibility of 
pinta. 
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142 IRCHIVES OF DERMATOLOGY AND SYPHILOLOGY 
Dr. M. E. Opermayer: Dyschromic changes, though — electrodesiccation. A lesion is present on t 
microscopically demonstrable during the early stages aspects of each arm, consisting of ill defined 
of pinta, become visible to the naked eye only. much mately dime-sized, irregular and slightly i 
later. plaques. These have a lobulated appearance, a 
Dr. Curis Hattoran: One is impressed with the  estion of yellowish color and small dilated capilla 


multiplicity of types of lesions. Some of them behave 
as furuncles. the 
induratum. The lesions of the bearded region resemble 
impetigo at times. It tertiary syphilis with a 
Wassermann Pinta would 


W assermann the blood. 


Those on legs suggest erythema 


may be 
reaction. cause a 


reaction of 


negative 
positive 
Lichen Sclerosus et Atrophicus. Presented by Dkr 
COoUuPERUS. 
I. S.. a white woman aged 52, two years ago noticed 
small white spots, which appeared on both sides of the 
neck. There itching. Six months later 
similar spots appeared on the elbows, and since then 
spots the shoulders, arms 
At no time were the lesions any other color 


Was some 


similar have appeared on 
and legs 
but 

The general appearance is that of a healthy 
approximately 50 old, who is in no 
discomfort. There are many lesions, pinhead to lentil 
sized; they are white to ivory, flat, firm and polygonal 
They numerous at 


white, and none have disappeared. 
woman 


years apparent 


are most 


shoulders 


or round and papular. 
the neck, on the and 
scapular region oi the back. There are a few 
on the flexor surfaces of the elbows and knees and on 
the arms. There are no Most of the 
lesions have a slightly raised margin. All are smooth 
except for the presence of follicular keratotic plugs in 
many of them. Others have a_ central 
Some of the lesions are atrophic and slightly depressed. 
The lesions tend to be discrete, but over the scapular 
area there is a tendency toward confluence, though 
even there each lesion is distinguishable. 

The Wassermann reaction of the blood was negative. 
Biopsy of one of the larger lesions showed a thinning 
of the epidermis, with the prickle cell layer thinned 
to 2 or 3 cells, and an increase in the thickness of the 
stratum corneum. The basal cell layer was consider- 
ably disorganized in architecture. The rete pegs 
absent. In the upper half of the cutis in this 
there was considerable homogenization of the connec- 
tive tissue, with a reduction in nuclei and an absence 
of cellular infiltrate. In the lower half of the cutis 
there was a dilatation of lymph vessels and some irreg- 
ular tissue, apparently not connected with any vascular 
structures. In this part of the cutis some fragmenta- 
tion of connective tissue fibers and a moderate amount 
of lymphocytic cellular infiltration occurred. The 
Weigert stain showed an absence of elastic tissue in 
the upper part of the cutis and some clumping and a 
elastic tissue fibers around the tissue 
spaces in the middle and lower parts of the cutis. 


sides of the over the 


lesions 


oral lesions. 


depression. 


were 
area 


condensation of 


Sarcoid. Presented by Dr. SamueL Ayers Jr. 


VV. S.. a white woman aged 32, has had lesions scat- 
tered over the body for five years. The first 
began five years ago on the back of the right hand, 
Six months ago it was treated 
by electrodesiccation. During the past four months 
jour other lesions have appeared. They produce no 
discomfort. On the back of the right hand, between 
the knuckles of the second and third fingers, is an 
approximately dime-sized ill defined erythematous 
somewhat atrophic area without infiltration. This is 


lesion 


and it has persisted. 


the oldest lesion, and has previously been treated by 


Qn the right buttock is a well defined eryt 
lesion. On the forehead, just below the hai 


an irregular half-dime-sized superficial dry les 


a rough surface. 

Biopsy of one of the lesions on the arm su 
deep sarcoid. Located deep in the cutis are nest 
cellular infiltrate composed of small round \ 
pale-staining epithelioid cells. 


DISCUSSION 


Dr. this woman al 


ANKER JENSEN: I saw 
years ago. At that time she had a lesion on 

of her right hand. I suggested that a biopsy 
but she failed to return. 

Dr. SAMUEL AyERS: When I first saw her tt 
two diagnoses I thought of were a peculiar xant 
or a sarcoid of some type. Biopsy confirms the 
nosis of sarcoid. 


A Case for Diagnosis (Blastomycosis; Spo: 
trichosis?). Presented by Dr. ANKER Kk 
I. L. is a Danish woman, aged 54 years. A 


four months ago she bruised the back of her leit 
by striking it on the edge of a table. About 
weeks later the back of her hand 
Since then it has been treated with ointments and 
The swelling has been opened 


began to 


dressings locally. 


drained surgically, with no improvement. The pat 
states that there are always numerous _ pinhead-s 
pustules scattered over the area. At the elbow 
two firm nodules. There is a dark red quarter-s 


hand. Its marg 
surface of the u 


ulcer on the dorsum of the left 
are sloping. Scattered over the 
are numerous pinhead-sized yellowish pustules. 

The blood cells normal. tuberculin 
test elicited a negative reaction. The Wasse 
reaction of the blood was negative on two occas 
The urine was normal. 


were 


DISCUSSION 


Dr. M. E.’OBERMAYER: AIl that can be said 
out biopsy is that the lesion is a chronic inf 
granuloma, possibly due to fungous infection. 

Dr. SAmMuEL Ayres: There is a_ possibility 
being a primary tuberculous chancre. The lesion 's 
four months’ duration, and a lymph node is _palpa 
at the bend of the elbow. 

Dr. H. P. Jacosson: Morphologically the pres 
ing lesion shows nothing to suggest the diagnosis 
blastomycosis. Nor, for that matter, is the cli 
history in any way suggestive. Blastomycosis i * 
part of the country is extremely rare. I 
case in my entire experience in which there was 
history of infection acquired locally. The 
lesion consists of a central crust surrounded 
inflammatory with involvement of 
underlying soft tissues but with no peripheral ves 
This lesion is certainly inflammato: 


1 


recall O! 


present 
zone most Ol 
pustules. 
is not blastomycosis. 

The patient had palpal 
The first 


Dr. PAUL Foster: 
nodes all the way up her arm. 


at the elbow. I think that sporotrichosis shou 
considered as well as primary tuberculosis. he 
had several roentgenograms taken of that hance 
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le to state whether fluoroscopic exami 
hand had been made or not. The lesion 
what like roentgen dermatitis, and 1 think 
remembered in tuture 


sssibility should be 


TEMPLETON: Could not the lesion bi 
udo chancritorm pyoderma? 

The lesion has changed some 
that 


with 


JENSEN: 
the first time I saw the patient. At 
is elevated inch (0.6 em.), 
inated sloping When 
the lesion, small droplets of pus appeared 

it the area. It looked like a 
ycosis, although I was doubtful of that diag- 
within normal limits; the 
ssermann reaction repeatedly negative, and 
| cultures revealed no pathogens. No organ- 
seen on microscopic examination of a potas 


about 


borders. tension was 


classic lesion 


lood counts were 
was 


roxide preparation. 


Case for Diagnosis (Lichen Planus; Lupus 
Erythematosus?). Presented by Dr. W. H 
ERMAN and Dr. L. F. X. WILHELM. 


P. a white married woman aged 55, began 
burning eruption around the nails about a 
lhere has been almost no local sensation, such 

Her general physical condition is good. 
erythema with telangiectasia around the nails 

Some of these 


ythematous patches on the hands. 
ire atrophic. There is redness of the 
lhe elbows have erythematous areas. 
smarsen has been given intramuscularly for several 
ks, without apparent improvement. 


some 


DISCUSSION 


Ne_son Paut ANpDERSON: I feel that the erup- 
is lupus erythematosus. There is a 
upus erythematosus which starts with a pecu- 
liscoloration at the base of the nails and in which 
later appear. If there is a low white 
ell count, it will substantiate such a diagnosis. 
uld hesitate to let the patient be exposed to much 


disseminated 


lesions 


kk. KenpAL Frost: My diagnostic impression is 
this is lichen planus of the finger tips and eyelids. 

M. E. OsperMAYER: I appreciate Dr. Nelson 
erson’s remarks on lupus erythematosus. The re 
hlance of the lesions to lupus erythematosus is close, 
t several plaques on the dorsa of the 
which on close inspection revealed the presence 
miluent flat shiny papules. 1 that 
examination would prove the correctness of the 
sis of lichen planus. 


nere are 


12 


believe micro 


y 


SamueL Ayres: I agree with Dr. Obermayer 
currence of those little flat papules, espe- 
se running along the fingers and sides of the 
typical of lichen planus. It is rather strange 

planus which has persisted for as long as 
half years has not affected the nail, because 
t month I have encountered 2 cases of lichen 
which the nails were involved, with much 
cformity. Biopsy should be done. 


Case for Diagnosis (Erythema Multiforme?). 


ted by Dr. KENDAL Frost. 


white woman aged 36, has lesions on the 
and one on the center of the back. The latter 


present for two years, but the lesions on the 
ippeared about five weeks ago. 


The lesion 


TRANSACTIONS 


on the right forearm began as a small papule, and the 
the scratch. Both developed 
gradually to present Chere 
The patient had some lesions on 
the neck 
not similar to 
spontaneously. 


Her 


leit began in a 
their 
pain and no itching. 
the right arm and on the 
but she that they 
present They disappeared 


one on 


size. has been no 


sides of last vear, 
the 


She 


believes were 
ones 
says that she has not taken any drugs. general 
health 1s good. 

There is a circinate lesion on Phe 
margins of the lesions are bluish red, sharp, elevated 
cordlike. In the center of the back is an 
lichenified, scaly lesion, about 5 cm. in its 
longest diameter. A new spot, about 1 cm. in diameter, 
developed four days ago over the inner end of the left 
clavicle. It corresponds to the two larger lesions on 
the forearms. 

\ specimen for biopsy 


each torearm. 


and oval 
bluish, 


from the left 
forearm two weeks ago, and the following conditions 


was removed 


were noted: The stratum corneum was uniform and 
narrow. The stratum granulosum was no more than 
one layer in thickness and was missing entirely in 
places. The prickle cell layer showed some degree of 


spongiosis in its upper portion. There was liqueiaction 


necrosis in the basal layer. Polymorphonuclear leuko 


cytes were scattered through the epidermal layers. Thi 
dermis was edematous, and its blood vessels were 
dilated. It also had a moderately dense infiltrate 


blending in with the basal cell layer. This infiltrate con 
sisted of lymphocytes and polymorphonuclear leukocytes, 
and in the deeper portion of the dermis there were small 
numbers of epithelial cells. 


NISCUSSION 


The lesion on the back has 
I believe that that 
the 


Dr. Curis HALLoran: 
been present for a couple of years. 
is a neurodermatitis. The acute 
impress me as being a fixed drug eruption. 

Dr. Netson Paut ANveErSON: I do not believe that 
a fixed drug eruption can produce this picture, even 
when the person continues to take the drug. On the 
left forearm is the site from which the biopsy specimen 
was taken, by Dr. Frost several days ago. Now this 
site is well inside the circumference of the lesion. Its 
borders are definitely firm and infiltrated. | 
believe that a drug can produce the eruption presented 
by this patient. 

Dr. H. C. L. Linpsay: A granuloma due to bro 
mides can produce a raised border somewhat like this. 


lesions on arm 


cannot 


Dr. M. E. OpermMayer: Dr. Nelson Paul Anderson 
emphasized the mode of spreading of the lesions. 
Peripheral extension with recurrences in the center 


while the lesion is still extending and subsequent for- 
mation of concentric rings are features characteristic 
only of the erythema multiforme group with the cases 
of which this should be Whether the 
eruption in this patient is caused by a focal infection 
or by hypersensitivity to a drug cannot be determined 
at this time, but the clinical diagnosis 1s erythema 
multiforme. 

Dr. H. P. Jacosson: Dr. Anderson has brought 
out a vital point regarding the morphologic features 
of this eruption. The advancing, sharply marginated 
borders of the elevated erythematous patches suggest 
an infectious or a factor. The patches appear 


one classified. 


toxic 


somewhat infiltrated. I should entirely discard the 
possibility of dermatitis factitia. 
Dr. Paut Foster: I think that this case is one 


of fixed drug eruption, but what the drug was I can- 


not say. The patient stated that she had taken onl; 
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vitamin B. I have never seen vitamin B alone produce Dr. NELSON PAUL ANDERSON: I hope tha: 
such an extensive group of lesions. It should be noted not get the impression that I think that this 
that this patient also has a lichen chronicus simplex is an ordinary oil acne, because I do not. 

type of lesion in the central portion of her back. similarity is the oil folliculitis on the forear: 
Probably this has nothing to do with the new acute’ feel that the changes in both malar regions 
peculiar melanosis are due to oil plus some ot! 


lesions on her forearms. 
possibly sunlight. 


Dr. SamMueL Ayres: The patient has been using 
a Vapex inhaler, in which there are a large number 
of drugs. If she had been using this for some time 
every day, it could account for a drug eruption which 


A Case for Diagnosis (Epithelioma of Lip 
Presented by Dr. A. FLETCHER HALL. 


would spread and enlarge. C. R. L., a white man aged 40, is empl 

Dr. L. F. X. Witnetm: My first impression was  molder in an aircraft plant. Five years ag 
that this is a dermatitis factitia, but now, after dis- a lesion on the lip similar to the one th 
cussing the case with Dr. Frost, I favor the diagnosis This was burnt off with an electric needle by 
of multiform erythema. cian, who stated that the lesion was a “pr 


It was well until four months ago, when 
“broke” and a pitted ulcer began. He states 
lesion seems to vary in size, with a definite 
five or six days. It is located just to the leit 
middle of the lower lip. The vermilion 
affected by an abrupt umbilication, about 3 
diameter, at the bottom of which is a fine 


Dr. KENDAL Frost: I am grateful for the discus- 
sion. When I first saw these lesions I felt certain 
that they were a drug eruption, but I could get no 
history of her having taken drugs. Biopsy was per- 
iormed. Examination of the slide did not reveal any 
changes that assisted in the diagnosis. I am certain 
that the eruption belongs to the multiform erythema 


group. The part which puzzled me was the rapid type of lesion. The lesion is palpable throug 
spread of the lesions. thickness of the lip as a moderately infiltrated : é 
Note.—After an intravenous injection of calcium DISCUSSION 


thiosulfate solution, the lesions stopped spreading and 
no new ones appeared within forty-eight hours. The 
case turned out definitely to be one of ordinary multi- 


Dr. KENDAL Frost: The diagnosis cannot 
without biopsy. I have seen a few lesions of th 
which I am certain were rapidly developing 

. : with an epithelial proliferation that formed the an: 

F smooth elevation surrounding the central depressi 
Oil Acne of an Unusual Type. Presented by Dr. 

yP : which the wart is situated. 


NELSON PAUL ANDERSON. 
Dr. H. P. Jacospson: The presenting lesion ; 


M. T., a white Woman aged 43, is employed as a aj] the characteristics of epithelioma of the 
lathe operator; while she is working her hands and central ulceration is surrounded bv a zone 
forearms become oily. She has an occasional pimple — cojid infiltration, which is more suggestive of 
on the face. The present eruption began four months jioma. There is also an enlarged palpable submen 
ago on the face and forearms. She first noticed that pode, which I believe represents metastasis 
pores on her forearms were black, and then she began D ‘ : : as 
: rR. H. C. L. Linpsay: The lesion certainly 
to have blackheads on the cheeks and forehead. She 
and feels like an epithelioma. However, the man 
has worked with machine oils for the past ten months. : iene : : 
ey: : re that it varies in size from time to time and sometiz 
The forearms have numerous black follicular orifices. . 2 
is much worse than others. Such a history 
The sides of her face, especially in the malar regions, . 
inconsistent with a diagnosis of epithelioma. 
present a peculiar reticulated pigmented eruption 
The pigmented part is macular. 


Dr. A. FLretcHerR Hatt: I am not willing 
a diagnosis, as I indicated by my question mart 
DISCUSSION was interested in Dr. Jacobson’s and Dr. Frost's: 
Dr. Hat E, Freeman: I suggest that there may ™arks, because the difference between their suggestion 
be more here than oil acne. There is also a melanosis, 5° Wide. If biopsy is to be performed in the mam 
perhaps Riehl’s type, on the face. suggested, it will really be a surgical procedure 
-ertainly ’s job. shole 
2 cases of the same type of eruption recently in women J 
sorting: in man to have a wedge-shaped excision, which 
; ms have to be rather deep. 
Dr. Samurt Ayres: I think that this is an inter- 
I have seen a few patients with oil acne, but I have It ‘vill 
never seen one with the eruption on the face. It is — tpn sf re a ‘ lf there is a ly 
practically always on the arms and legs, where the oil 
has got on the skin. This patient has only a few node there, it should be excised, but as far as the 
lesions on the arms, yet she works with her sleeves up. lesion is concerned, I think that the chances 
: ; to 1 that it is an epithelioma. I think that tt 
Dr. ANKER JENSEN: This woman reminds me of 
be removed in a cylinder-shaped piece of tissu 
a patient I had with oil acne. His skin was so cov- 
ered with comedos that he had taken on a grayish 8 . 
slate color. As soon as his job was changed and he ; : 
no longer contacted oil, his eruption cleared. A Case for Diagnosis (Rosacea?). Pre 
Dr. SAMUEL AYRES JR. 


Dr. A. FLETCHER HALL: I have never seen any- é 
E. E., a white woman aged 29, about tw 


thing like this eruption on the face that I should asso- | 
ciate with oil. I agree with Dr. Freeman that there ago had her first attack of the present disease, \ 
is something else on the face. I am not inclined to started with redness, pimples and pustules on the 


associate it with oil acne. cheeks and nose. The appearance of the lesions s¢™ 


aQ > 


a 
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5 iated with a “stopped up” nose. After two 

eruption cleared. She had two more attacks, 

one and a half years ago and another one 

The latter was associated with a miscarriage. 

weeks ago the patient had an acute infection 

iratory tract with a febrile reaction, and the 

iption appeared. There is burning and throb- 

ny. She says that she has not taken iodides or bro- 

Lip des pt one dose of elixir of three bromides N. F. 

hs ago. The lesions have spread onto the 
-t, back and arms. 

ther had similar lesions at intervals up to 

25. The patient had dengue in 1935. She 

nervous. The lesions are limited to the face 

hickly distributed over the medial portion of 

heek, the lower portion of the nose and the 

ere is diffuse redness with several deep 

tules. 

folliculorum has been readily demonstrated 

pic examination of selected scales from the 
three separate visits. 

patient is receiving fractional weekly doses of 

motcen rays. Injections of autogenous vaccine are 

Mo x given, and she has been instructed in the use of 

ntaining ointment (Danish ointment) locally. 


DISCUSSION 


\f. E. OpeRMAYER: This case is interesting not 
py because the rosacea syndrome is pronounced in the 

> but because acneform and pustular lesions, 
400i wever, are not acne vulgaris, are present on 
and back. I have occasionally observed 
results in cases of such pronounced rosacea 
administration of dilute hydrochloric acid or 
acid hydrochloride; the doses should be high 
gradually be increased up to the limit of 


Ome De. Samuet Ayres: I think that this case is ex- 
interesting from two points of view: the vio- 

Ie the eruption and the recent dissemination. 

a y: weeks ago the eruption was localized on the 


metin In the last two weeks lesions have appeared on 

t iiders, arms and chest, which have been papular. 
never seen rosacea behave this way although I 
at diagnosis in the first place. I think that 

uption may be an unusual form of lupus erythe- 
1 some other toxic eruption. 


inea Amiantacea. Presented by Dr. Netson 
(NDE SON, 


a 46 year old white woman, has had an 
ot the scalp for the past fourteen months. It 
ind the left ear and in the left groin. There 

crusted eruption on the scalp, which gives 

pearance of dry, grayish scales climbing up the 


ingi were demonstrated by direct microscopic 


DISCUSSION 
C. L. Lrnpsay: The lesion looks and smells 
but typical scutula are not present. 
:. OBERMAYER: I agree with the diagnosis; 
nly a descriptive label for a disease which 
classified because of lack of knowledge as 


Case for Diagnosis (Cutaneous Atrophy). Pre- 
ented by Dr. SAMUEL AYRES JR. 


white man aged 25 has lesions, of three 
‘tion, scattered over the body. 


He complains 
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of gradual loss of hair from the scalp and body during 
the past four years. There are no subjective symptoms. 

Lesions are scattered over the trunk and the arms, 
which consist of about six irregular patches varying 
from half-dollar size to hand size. Some lesions are 
almost imperceptible, but older ones are pronounced. 
The older lesions are of a pale violaceous color, with 
a faint suggestion of atrophy, and are evident on the 
anterior aspect of the right arm and near the center of 
the chest. On the posterior aspect of the left arm, 
beginning on the back of the shoulder and extending 
down on to the arm, is an irregular lesion with a 
definite scarlike appearance in the upper portion. 
Across the lower part of the back is an area, twice 
the size of a hand, extending onto the right side of the 
trunk. This shows a wide peripheral zone of a viola- 
ceous color and a large central area of whitish atrophy. 
Within the white atrophic area the hair follicles ap- 
pear to be preserved and stand out in somewhat darker 
contrast to the whitish background. No infiltration is 
observed in any of the areas. The scalp hair appears 
to be not abnormal, and its loss appears to be nothing 
more than an average type of premature but natural 
alopecia. The pubic hair appears normal, but the pa 
tient says that it has become thinner than formerly. 

The Kahn and Kline blood 


negative. 


reactions of the were 
DISCUSSION 


Dr. KENDAL Frost: I think that this is a case ot 


morphea. 


Dr. L. F. X. WILHELM: 

Dr. Couperus: I do not know whether 
it should be classified with cases of the pseudosclero- 
dermatous type of atrophy or not. I was of the im 
pression at first that this was a case of scleroderma, 
but on feeling the lesions, I do not know of any better 
designation than cutaneous atrophy. 

Dr. CLEMENT Counter: I agree with the diagnosis 
of morphea. Particularly the lesion on the back at 
the level of the beltline suggests that diagnosis. It 
has a violaceous border, and the central portion is 
thicker than the unaffected skin nearby, even though 
that increase in thickness is not so great as is common 
in cases of more typical localized scleroderma. 

I think that these differ- 
I have 


I agree with Dr. Frost. 


Dr. SAMUEL Ayres JR.: 
entiations are largely a matter of definition. 
always considered morphea to be a localized sclero- 
derma with thickening of the skin. These lesions have 
not, as far as I can tell, any induration in them. There 
seems to be simple atrophy, with no induration. Per- 
haps the definition of morphea may be at fault. As 
one looks at the eruption, I think that one would not 
make any other diagnosis than morphea, but when 
palpated, it shows no induration. It is probably closely 
related to morphea. 


A Case for Diagnosis (Pellagra; Pityriasis Rubra 
Pilaris?). Presented by Dr. ANKER K. JENSEN. 

C. A. B. is a white girl aged 9 years. Her present 
illness began about two years ago. The eruption began 
around the mouth, and then it occurred on the hands. 
It has remained limited to these exposed surfaces. The 
patient has received six months’ treatment with vita- 


min A. During this time the dosage was 100,000 units 
daily. She also took I grain (0.06 Gm.) of thyroid 
daily. 


The skin of the involved areas is rough. In places 
it feels as if there were small firm spicules in the 
follicles. Other areas are colored a deep brown. The 
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rough areas that are not deeply pigmented are covered Dr. KENDAL Frost I believe that it is 
with dry desquamation. rubra- pilaris. 

Biopsy showed most of the changes as occurring in Dr. M. E. OBERMAYER I agree with 


the epidermis. There was hyperkeratosis, especially 
evident at follicular orifices. Irregular dyskeratosis was 
present in the epidermis around follicular orifices. There 
were lacunas in that part of the rete mucosum which 
showed the greatest irregularity of keratinization. The 
corium had a sparse cellular infiltration, most of which 
was perivascular. 
DISCUSSION 

Dr. Cris HALLORAN: I could not make up my mind 
about the diagnosis in this case. It may be Darier’s 
disease (keratosis follicularis), but the lesions on the 
fingers do not impress me as such. I do not believe it 
is pityriasis rubra pilaris 

Dr. NELSON Paut 


Darier’s disease. 


ANpERSON: I think that it 1s 


The groups of small keratotic papules on 
surfaces of the phalanges are suggestive. 

Dr. Samuet Ayres: I think that it 
disease. 


Dr. L. F. X. WILHELM 


rubra pilaris. 


I think that it is 


Dr. W. H. GorcKEkKMAN: I consider 
case of typical Darier’s disease. 

Dr. ANKER JENSEN: This patient’s erupt 
to be more prevalent on the exposed surtfa 
body. 
sun had anything to do with the cause 


vitamin A deficiency is more evident wher: 


is exposed to the sunshine. 


This fact made me wonder whether possibly 
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Statistical studies reveal that approximately thirty per cent 
of syphilitic patients exhibit abnormalities in theespinal fluid 
during initial examinations, without displaying clinical symp- 
toms of cerebrospinal involvement. Although adequate rou- 


~ ELT the tine treatment of early syphilis will prevent the appearance 


of abnormalities in most cases, the use of Tryparsamide 
Merck combined with hyperthermy, is suggested in resistant 


i 
Management 


In incipient cases of dementia paralytica, the use of Trypars- 
amide Merck, combined with artificial fever therapy, is known 


e 
of Asymptomatic to produce varying degrees of symptomatic improvement. 


While favorable results may not be expected in more advanced 


cases of general paresis or tabes dorsalis, when treatment is 


d Pareti 
; un aretic begun sufficiently early and continued over a long period of 


time, Tryparsamide Merck may arrest deterioration and con- 


resistant cases of syphilis probably is due to its unusual 


. tribute to the prolongation of life. 

| Bh The effectiveness of Tryparsamide Merck in the treatment of 
: 

£ 


ability to penetrate the meningovascular barrier of the central 


nervous system. 


The iHustrated brochure, 
Chemotherapy 
of Neurosyphilis, 


will be sent on request, 


An outstanding 


therapeutic agent 
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Advantages of 
pHisoderm 


1. pHisoderm contains no fatty-acids, alkali, 4. pHisoderm is indicated for use by physician” 
color or perfume, approximately 40 per cent as well as patients whose skins do not toler 
more surface-active and speedier than soap. the use of soap. 


2. pHisoderm makes an abundant lather in 
hard as well as soft water and under acid, neutral Supplied in 2.02. and ox. hotties 
or alkaline conditions and at any temperature. It 3 oz. refillable ejector dispensers. : 


is active in cold sea-water. 
An oily type is available for those who 


3. pHisoderm is non-irritating, non-toxic and have abnormally dry skin. 
hypo-allergenic. It is an unusually effective, Treadle dispensers of special design aré i 
safe, rapid cleanser of the skin, scalp and hair required for hospital use and are available. F- 
of infants and adults. i 


We invite requests for samples and literature 


FAIRCHILD BROTHERS AND FOSTER 


70-76 Laight Street New York 13, N. Y. 
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LY COSMETICS FOR 


oftius 


WYPO-ALLERCENIC 


COSMETICS 


SENSITIVE skins require cosmetics which are hypo-aller- 
genic. To produce cosmetics suitable for delicate and allergenic 


skins, known allergens must be removed or reduced to tenable minimums. 


Marcelle hypo-allergenic Cosmetics are especially formulated to meet this re- 
quirement. Ingredients used in compounding these cosmetics are carefully 
tested for sensitizers and the entire manufacturing process is controlled by 


skilled chemists. 


Physicians have been prescribing Marcelle hypo-allergenic Cosmetics for 13 
years in cases of skin sensitivity and for their allergic patients. Acceptable for 


advertising in publications of the American Medical Association. 


vy Write for a brochure on the manufacturing procedure in the Marcelle 


laboratory. 


MARCELLE COSMETICS, Inc. 


1741 N. Western Ave. .. Chicago 47, Illinois 
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Simplified by the 
Intracutaneous Method 


* 


he Wyeth Altergente Testing Set (TREX). 
-centoins: TUBEX syringe ond 12 TUREX 


_lergens (additional extracts are supplied 
for extended testing); 20 record fora: 
TUBEX epinephrine hydrosaline 
tien; and 3 TUREX distilled water tm 
‘one sturdy cabinet of eonvenient sixe. 


ALLERGEN GC 
TESTING SEq 


As Simple as 


A Attach needle to syringe and sterili 
Insert TUBEX* of suspected allergen, 1 
the white diaphragm (which has be 
wiped with antiseptic) toward the ne: 


B Allergen, properly diluted, in stene 
solution is ready for immediate inject: 


C Inject intracutaneously. Tests may be resi 
in 10 or 15 minutes. 


PAT. OFF. 


ACCURATE: Eliminates danger of contamination. 
ECONOMICAL: Sufficient allergen in each TuBEX 
20 or more tests. 

CONVENIENT: All injections can be made with 0 
same syringe. 


Wyeth Allergenic Treatment Sets (TuBex) are made» 
on request to contain extracts of house dust, combir. 
tions of pollens or other irritants. 


A copy of illustrated booklet ““Allergy—Diagnosis and Treatment, 
describing the simplified TUBEX system, will be sent on request. Please 
print name and address. 


NAME _MD 
STREET. 
CITY ZONE STATE 


REICHEL DIVISION WYETH INCORPORAT!! 
PHILADELPHIA 3, PA. 


a 
REG. U. PAT, OFF. 
GNOSIS ano TREATME — 
= 
ACCEPTEW 
neediest; over 200 TUREX ce sees orai- 
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Breck pH? Protective Cream 


Breck pH7 Protective Cream - we like to believe - will be just as 
useful to men and women when this nation is at peace with the 
world as it has been during the war - Industrial Dermatitis has for 
years been a problem for workers and management alike - During 
the war Breck pH7 Protective Cream has been found useful when 
the following irritants have been encountered: cooling lubricants - cutting com 
pounds - rubber dust - petroleum solvents—such as kerosene - varsol - sovosol 
phenol formaldehyde resin - tar - pitch - printing ink - finger printing processes 
chlorinated naphthalene - lime - fiber glass - paint - gray iron dust and duplicating ink 


iN H BRECK INC ° MANUFACTURING CHEMISTS SPRINGFIELD ; MASSACHUSETTS 
NADIAN ADDRESS 4:3 CLARENCE OTTAWA 
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BLACK LIGHTS* 


WOOD’S LIGHT For 


BLACK LIGHT PRODUCTS 


— SUPerior 3215 


e CLINICAL DIAGNOSIS 
e MEDICAL PHOTOGRAPHY 
e LABORATORY ANALYSIS 


@ All latest models, AC and DC ‘battery 
for office, hospital and home use, 


IMMEDIATE DELIVERY 


also THERAPEUTIC & BACTERICIDAL FIxTugts 


WRITE FOR DESCRIPTIVE LITERATURE 
*NOT SOLD THROUGH DEALERS 


A variety of outlines especially adapted for recording 
wounds, injuries, tumors, physical diagnosis, fractures. 
Especially useful for teachers, 
coroners, medical Sh 
quality paper, size 5% by 8 
trated in ink or colors. 


Practitioners, students, 
Illustrations on good 
Lesions may be silus- 


Price, per sheet, | cont; 100 sheets, 80 cents: 1,000 sheets, $6.00 
Order by number. Complete catalog on request. 


AMERICAN MEDICAL ASSOCIATION . 


Anatomic Outline Charts , 
| 


@ 


535 North Dearborn Street, Chicago 10 


for references on ANY SPECIAL SUBJECT use the . . . 


QUARTERLY CUMULATIVE INDEX MEDIC 


® Here is an index of the worth-while med- 
ical literature of the world—the articles in 
hundreds of publications from leading med- 
ical centers. An invaluable source of refer- 
ence to research workers, libraries, hospitals, 
clinics and medical schools. 


@If you need light on a baffling case, if 
you are writing a medical paper, if you are 
preparing for a lecture, or if you are doing 
research work, you need the Index. It will 
tell you at a glance what articles have 
recently appeared on the medical subject in 
which you are interested. Authors and titles 
appear in one complete alphabetical com- 
pilation. Refer to the title and the author 


A Convenient Key to 
Current Medical 
Literature 


List of all journals indexed. 


is given, too. Refer to the author and the 
title is also listed. The Index contains i 
list’ of all journals indexed, including ¢0- 
mestic and foreign publications as well # 
high grade lay periodicals; lists of publishers 
and addresses; and medical books of the year 
alphabetically listed according to subject and 
author. 


®@ Published four times a year, the July an 
January numbers are cumulative for the prt 
ceding six months and are cloth bound {a 
permanence in volumes of close to 1M 


pages. Subscription price, $12.00 per a 
endar year. Canadian and foreign postagt 
$2.00. 


THE INDEX CONTAINS 


Subject and author Index of current medical articles in 
HUNDREDS OF JOURNALS. 


List of publishers and addresses. 


Medical books of the year, listed alphabetieally according to 


author and subject. 


AMERICAN MEDICAL ASSOCIATION, 


535 N. Dearborn St., Chicago !0 
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Jupiter’s Headache 


Tiss before had JUPITER suffered 
with such a headache. In desperation 

he summoned the gods to Olympus 

and tried the remedies they suggested 
but without relief. Unable longer 

to bear the racking pain, he commanded 
his son VULCAN to cleave his head with 
an axe. Swish! the axe fell and out 

of JUPITER’S head stepped MINERVA, 
goddess of wisdom, fully grown, clad 

in shining armor, and chanting a 

pean of victory. JUPITER, apparently, 
had an IDEA. 


* * * * 


We, too, about 10 years had an idea for a 
better method of cleaning the skin. CREAM 
OF SOAP* is that method, and with it, in- 
expert hands can make the skin clean— 
quickly, thoroughly, harmlessly. There is 
no lather to develop. CREAM OF SOAP* 
is already in colloidal solution. It adsorbs 
the surface soil when rubbed on the skin, 
then rinses off completely with cold, hot, 
soft or hard water. CREAM OF SOAP* is 
neutral, has no perceptible chemical action 
on the skin surface, and can be safely used 
even when the skin is sensitive, irritated or 
disturbed. Samples gladly sent on request. 
Personal Luxuries Co., 55 West 16th St., 
New York 11, N. Y. 


For 
clean 


ou HAVE undoubtedly told 

many of your patients that 
a Clean scalp is as important as 
clean hands... that a healthy 
scalp has much to do with a 
healthy skin, particularly the 
skin of the face. 


Perhaps you have recom- 
mended the use of Packers Tar 
Soap. As a gentle, pleasant and 
dependable cleansing agent for 
the scalp and hair, Packers has 
won the approval of many 
dermatologists. 


Packers also offers the ad- 
vantage of economy. Shampoos 
with this famous cake soap 
average less than a penny— 
about one-fourth the cost of 
bottled shampoos. 


PACKERS TAR SOAP, INC. 


MYSTIC, CONNECTICUT 


| 
XTURES 
TURE 
| 
> 
BZ <>. 
> 
TAR 
pe i 
| 
* A p* | 


In the treatment of PRURITUS ANI and VAGINAE 
and MYCOTIC INFECTIONS 


R Unduentum I S O PA R 


(Trade Mark ISO-PAR Reg. U. S. Pat. Office) 


While pruritus may be due to a variety of causes, mycotic, 
secondary infection from scratching, neurosis, hemorrhoids, yet 
Unguentum ISO-PAR with its 


STIMULATING, LOCAL ANESTHETIC, BACTERICIDAL, FUNGICIDAL 


effect is curative in a very fair proportion of cases. Unguentum 
ISO-PAR is above average in its effect on MYCOTIC INFEC- 
TIONS of the HANDS and FEET, particularly in old chronic 
cases, and is of definite value in the treatment of ECZEMAS of 


the EAR. 


Unguentum ISO-PAR has as its active ingredient 17% Iso-Par (14 parts Iso-Paraffinic 
Acids, Ce-Cie, Av. Mol. Wt. 174, modified by 3 parts Mixed Amine Salts, principally 
2-Hydroxy-5-Iso-Octyl-N, N-Dimethyl Benzylamine Salts of Iso-Paraffinic Acids, i. e., 
Iso-Octyl-Hydroxy-Benzyl-Dimethyl-Ammonium-Iso-Paraffinate), held in suspension in a 
base consisting of Cetyl Alcohol, Beeswax, Titanium Dioxide, Lanolin, Petrolatum and 
Essential Oils. 


U. S. Patent No. 2,262,720. 


Available on prescription in half-ounce and one-ounce containers 
and to Physicians and Clinics in four-ounce and one-pound jars. 


Descriptive circular available to physicians on request. 


MEDICAL CHEMICALS, INC. 
406 E. Water Street 
Baltimore 2, Maryland 
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have been administered in the treat- 


ment of syphilis since 1940... with 


MAXIMUM THERAPEUTIC EFFECT 


MINIMUM UNTOWARD REACTION 


This is a record which speaks for 
itself. 


MAPHARSEN is 3-amino-4- 
hydroxy-phenylarsine oxide 
(arsenoxide) hydrochloride. 


DETROIT 
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Originated as a non-irritating, non-lathering 
replacement for soap in various skin disorders, 
Acidolate also successfully solved the problem 
of removing residual ointments, creams and oils from the hair, scalp and glabrou 
skin, because it: 


1. Emulsifies ointments and other fatty materials almost immediately on addition of wate 
Low surface tension brings this concentrated yet bland detergent into intimate contact wi 
the superfluous matter and permits deep penetration of skin crevices. 


2. Causes no aggravotion of existing skin lesions. 

3. Minimizes pain for the patient since harsh scrubbing is replaced by gentle massage. 
4. Prepares the skin for further therapy by also removing secretions and debris. 

5. Conserves time and effort for the patient, nurse and physician. 

6. Rinses off readily with any type of water, warm or cold.’ 


ACIDOLATE is a sulfated-oil preparation with an extensive background of clinical research. It i 
water miscible, non-abrasive, hypo-allergenic, and has an acidity (pH 6.25) approximating that o 
non-pathologic skin. 


Directions: Pour small amount of Acidolate directly onto area to be cleansed. Effect disper 
sion by means of gentle massage, using a cotton pledget or gauze’ pad if desired. Rinse wit 
water or physiologic salt solution, preferably warm. Repeat if necessary. 


Supply: 8 oz and gallon bottles Literature and trial supply on reques 
Distributed for NATIONAL OIL PRODUCTS CO. by 


RARE CHEMICALS, INC., Harrison, New Jersey GALEN COMPANY’, Berkeley 2, California 
“‘Acidolate”’ Reg. U. S. Pat. Off. *Pacific Coast and Mountain States 7 


ACIDOLATE 
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